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GLOSSARY
Language describing drugs is in a constant state ofchange. Thus, terms
defined are those which will be utilized by the women who will tell their stories, and
those generally accepted by researchers.
Abstinence - Refraining fi-om drug use.
Addiction - Behavior that persists despite the continuing adverse consequences in
one’s emotioruil, physical, social, financial, and spiritual lives.
Clean time - Total abstinence.
Cocaine - An alkaloid, methylbenzoylecgonine, obtained from the leaves ofthe coca
tree Eiythroxylon. It is a central nervous system stimulant that produces
euphoric excitement: Abuse and dependence constitute a major drug problem
Cocaine Anonymous (CA) - A Twelve- Step recovery program.
Co-dependency - A pattern ofbehavior in which those who are in a close relationship
with an alcoholic or addict become, in turn, dependent upon that person’s
chemical dependency, The co-dependent builds his or her needs and life around
the dependent person. The addict is addicted to the drug, but the co¬
dependent is addiaed to the addict. The addict may also be co-dependent.
Coke - Cocaine or crack.
Compulsion • An irrational urge or craving to use the drug to get the positive effect
even though it will hurt the individual in the long run.
Cross-addiction - This occurs when an individual who is addicted to one drug
substitutes another in the hope ofavoiding dq)endence and then becomes
dependent on this drug as wdl. This can luq>pen with drugs that are very
different, such as alcohol and amphetamines.
viu
Denial - The self- deception that prevents addicts from admitting to themselves or to
others the destructive nature oftheir drug use.
Drugalogue - A detailed description ofone's own drug-using behavior.
Enabler- A person who unwittingly allows the drinking or drug use behavior by taking
over the responsibilities of the user, leaving the addict with little incentive to get
well (This concept is similar to the Co-dependent concept).
Enabling behavior - Making excuses for, giving money to, or otherwise helping the
addict.
Flashbacks - The re-experience of an event from the past, usually accompanied by a
state of fear, terror, or horror. It is often used to describe the recurrence of a
hallucination or other drug-related experience when no drug has been used.
Narcotics Anonymous (NA) - A Twelve- Step program for people addicted to drugs
other than alcohol or tobacco.
Obsession -Continuous thinking about the positive effects ofusing drugs.
Pigeon - The person sponsored and guided by a veteran member of a Twelve-Step
group; also known as a” sponsee” or ’’baby.”
Rationalization -Blaming other situations and people for problems rather than drug use.
Recovery - The ongoing process ofovercoming physical and psychological
dependence on mind-altering substances and learning to live in a state of total
abstinence, vdthout the need or desire for those substances. In recovery, one's
mental status is modified so that chemical substances are unnecessary for
happiness and fulfillment.
Relapse - The return by a person in recovery to the self- prescribed, non-medical use of
any mind-altering drug and risk of the consequent problems associated with
such use. It is often preceded by negative thoughts, distorted perceptions, and
even nonspecific physical symptoms.
Slip - A brief return to drinking or drug-use behavior.
Sobriety - A state ofmental clarity reached through abstinence from alcohol or drugs.
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SpoRsee - The name given to the person who is sponsored by another in a Twelve-Step
program; also called a pigeon.
Sponsor - An individual in a Tvyelve-Step program who undertakes to guide and serve
as mentor to another member. Acting as a sponsOT is part of the Twelve-Step
recovery process. Straight shooter - Ametal or glass stem used to smoke
crack.
StufiSng Feelings - The term often used to describe the act ofkeeping feelings
smothered or repressed, something often done by alcoholics and addicts, who
find it difiScult to express feelings.
Tolerance - Reduction in the pharmacologies^ response to a particular drug in which
continued intake ofthe same dose has diminishing effects; reduced sensitivity
resulting in the need for increased dosage to achieve the desired drug effect.
Twelve Steps - The steps takra by the founders of A.A. as they turned away fi-om
alcohol; used today by millions ofpeople attempting to recov^* fi-om addiction
to A.A.’s wide variety of substances and behaviors.
Twelve Traditions - The guidelines that govern the way Alcoholics Anonymous groups
are run.
Working the Program - Following the basic AA/NA/CA programs, including attending





A survey conducted by The Bureau of Justice Statistics suggested that the
use of crack by some women in jail doubled from 15% in 1983 to 39% in 1989. In
1992 the Drug Abuse Warning Network (DAWN) reported increased trends in
emergency room episodes involving crack-addicted women. Consistent support for
these trends came from a 1992 Substance Abuse and Mental Health Services
Administration (SAMHSA) survey which reported that women's use of crack
increased between 1988 and 1992. Inciardi, Lockwood and Pottieger concluded
that crack use and related problems are particularly prevalent among women. ^
In the same year, the National Institute on Alcohol and Drugs (NAIAD) published
the results from research on crack addiction, which said that women were showing
up in emergency rooms, mental hospitals, jails and treatment centers throughout
the United States at an alarming rate.
Crack-addicted women have been regarded as the invisible population.
Inciardi, Lockwood and Pottieger argued that the most important gap in the
1
James Inciardi, Dorothy Lockwood and Anne £. Pottieger,Women and Crack-Cocaine
(Toronto: Macmillan, 1993), 107-110.
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substance abuse literature is ignoring gender as a drug use variable. ^ As a population,
women addicted to crack sufifer from the perceptions ofgender-role deviance and
stigmas. Gender-role deviance, according to Indardt and colleagues, is behavior that
violates socio-cuhural expectations.^
Society views women as sensitive and care providers of their families. Using
aack <hsables them from fulfilling one of the most fimdamental female expectations,
namely, primary caretakers ofchildren.
Furthermore, crack addiction defies the cultural characteristics of women as
strong willed and as the bacld>one oftheir &milies. This perception is particularly true of
Africans women. Crack-addicted women are unable to nurture and mother their
children or hold families together; nor can they provide moral siq>port for their
significant othos. Arbiter described crack-addicted women as women who have left
their children as collateral for aack purchases; who are hornless, and feed themselves
and their children from dumpsters bec^se all money is ^>ent on crackpurchases.*
Consequently, these episodes tarnish their social identities and stigmatize both the aack-
addicted women and their children. For instance, society stigmatizes all aack-addicted
womoi as wild, promiscuous, and unstable. Maher characterized aack-addicted women
^Ibkl
’ibid., 110.
*NayaArbiter, ‘Troject Recovery Natioiud TrainingWorkshop" (Atlanta; 1992). Arbiter presented a
lecture dik focused on cultural perceptions aack addicted women.
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as pathetic, out ofcontrol, hyper-addicted and hyper-sexual.* Similarly, Boyd concluded
that the stigma ofpromiscuity and instability are associated with the behaviors ofcrack-
involved women.*
It also seems that crack-addicted women no longer have the support of their
community. Crack-addicted African American women’s world now becomes as hostile
as the surrounding white world. These women experience a sense ofpowerlessness about
their crack addiction—a powerlessness that afreets their possibility for quality survival
without crack. This powerlessness prevents or interferes with crack-addicted women
seeking recovery.
In recent years there has been an acceleration of national research on crack
addiction. Yet, most of this research has been focused on men and crack addiction, and
pregnant substance abusers who are active in their addiction. For the most part, where
women have been the focus ofdrug studies, investigations have centered around their
participation as active drug users.
The empirical studies on women and crack that do exist tend to focus on women
crack users in their role as mothers, sex workers and sexual barterers or as participants in
non-drug distribution criminal activity.^ This limited exploration ofcrack addiction and
*L. Maher, “Punishment andWelfare: Crack cocaine and the Regulation ofMothering.” Women and
Criminal Justice 3, (1994): 35 -70.
*Mieczkowski Boyd, “Dmg Use, Health, Family and Social Support in Crack Cocaine Users,”
Addictive Behaviors.lS (1990): 481-485.
V.J. Ouellet, L.J. and Fendrich M. Goldstein, “From Bag Brides to Skeezers: An Historical
Perspective on Sex-for-Drugs Behavior,” Journal of Psvchoactive Drugs 24(1992): 349-61 passim.
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women is apparent even though increasing evidence suggests that as the use of
crack continues, it impacts women differently from men. For example, higher rates
of dependence for women than for men, have been reported, and simultaneously,
lower rates of entry and detention in treatment by women have been suggest by
Inciardi, Lockwood, and Pottieger.'
The exclusion of the number of crack-addicted women in recovery is
another void in research, since the 1996 survey conducted by the National Institute
on Drug Abuse. There is no centralized data source on the recovery process of
crack-addicted women. Agencies that are providing services to crack-addicted
women are at a loss about how to provide treatment for them. Furthermore,
there is no complete understanding ofwhat addiction or recovery means to
Africana women. These differential assessments between men and women create a
serious deficiency of knowledge on recovery and crack-addicted Africana women,
and thus, become the rationale for this study.
PurposeOfThe Study
Recent research recognizes an existing problem of crack cocaine use among
women. Even with early warning signs regarding crack-cocaine use among women,
jrecoveiy programs were directed toward men and alcoholism. Women were
invisible in the problem identification and recoveiy process. As stated previously,
women addicted to crack are viewed as products of gender-role deviance and
^Inciardi, Lockwood, and Pottieger, Women Chp. 3 passim.
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stigmas. Therefore, the purpose of this study is twofold: (1) To investigate the issues
related to crack-addicted Africana women’s recovery; and (2) To identify factors
essential to the recovery and ongoing abstinence from crack.
Nature OfThe Problem And Leading Ideas
There may be a void in formal investigative studies that relate to women's
recovery from crack addiction. Furthermore, most studies are done regarding
people in treatment facilities. This void in research limits society's awareness of the
problems experienced by this population. This lack of knowledge also inhibits the
effectiveness of clinicians who treat crack- addicted recovering Africana women.
The existing research describes the negative lifestyles and behaviors that occur
during women's active crack addiction. These studies exclude outcomes—thus
leaving the public with the message that women remain addicts and continue to be
problems for society.
This is the primary basis of knowledge concerning crack addiction and the
needs of people in recovery. There are other factors that appear to be relevant to
the addiction and recovery process. For instance, models which would include the
impact of cultural and ethnic factors on successful treatment. Unfortunately, the
literature in this area is relatively scarce. Brown and Tooley reported that Blacks
are less likely to seek treatment than any other group.’ Historically, Blacks have
’Freida Brown and Joan Tooley, ‘‘Akoholism in the Black Community’’ Alcoholism and
Substance Abuse in Special Populations (Gaithersburg: Aspen, 1989), 124-127.
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justification for distrusting mental health professionals. During the 1900s Blacks
more often than Whites were misdiagnosed as schizophrenic.*^ Black students were
tested and placed in vocations that led to dead-end jobs and unemployment, and
Blacks were subsequently associated with the inferiority theory.** Adler defines the
inferiority theory as an inabUity to accept natural limitations when the need for self-
improvement is blocked or inhibited. This theory was replaced with the theory of
social pathology in the 1950s.*^ The social pathology theory argues that conditions
in the community or society have pathogenic effects on the development and
behavior of people exposed to them*^
Treatment programs should have a multi- model approach for Blacks. The
programs should be culturally sensitive and cultnrally relevant to help ensure that
the client’s cultural needs are met. Cultural sensitivity is necessary to ensure
appropriate responses and ethnically sensitive programs attract Blacks.*^
Williams discussed the need for culture specific approaches that involve
understanding the client’s frame of reference and incorporating it into therapeutic




*^James Coleman. Abnormal Psychology and Modem l.ife (Illinois: Scott, Foreman, 1972),
161.
**rerryWilliams, Crack House (New York.: Addison-Wesley, 1992), 175.
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strategies to maximize their effectiveness. He further stated that matching the race
of the therapist with the addict can be a beginning step in achieving an ethnically
sensitive program.^’
Successful programs must also be specific. Unfortunately, most often,
treatment models are designed for recovering alcoholics. This infers that recovery
from alcoholism is the same as crack addiction. While alcoholism might be related
to crack addiction, this study propose that there are fundamental differences. The
prominent factors that recovering crack- addicted Africana women themselves
voice as essential to their recovery and ongoing abstinence from crack must be
considered. This study further suggests that there is a wealth of unexplored
information about Africana women in recovery from crack addiction. Knowledge
from those who have experienced recovery can provide new insights and
information which could be beneficial when programs are designed to help Africana
women overcome their addiction to crack.
Resarch Questions
The research questions under investigation are outlined below.
1. What are the obstacles to recovery as identified by crack-addicted Africana
women?




This study will focus on Africana women who have maintained one-to-two-
years of recovery from crack addiction and completed a four-month substance-
abuse treatment program at Viewpoint.In order to respond adequately to the
research questions proposed above, it was determined that an historical
presentation of cocaine use was needed as well as the theoretical framework, This
information is presented in the next chapter.
**Viewpouit is a four-month residential substance-abuse treatment program forwomen.
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CHAPTER II
CONTEXT OF THE PROBLEM
History of Erythroxylon Coca
Flynn chronicled the history of crack cocaine and stated that in 1531
Francisco Pizarro led a Spanish Army into the NewWorld. His mission was to
bring new-found riches back to Spain. Among the riches was a plant, a plant now
known as the coca plant The Indians in the new world claimed that this plant was
a gift of the gods to them. They also reported that this plant was linked to sexual
prowess and fertility, and they used it in rituals and ceremonies. The coca plant
was also used as a stimulant to banish fatigue.^ One unusual use of the coca plant
by the Indians was to measure time and distance. They would measure the time
and distance of a journey hy the number of leaves chewed.
A biologist, Jean Baptiste de Lamarch, officially classified the plant
Erythroxylon coca in 1783.^ By 1860, Erythroxylon coca entered the fleld of
medicine. Physicians testified to this plant*s efTectiveness in treating various kinds
of illness. Maladies, venereal disease, dysenteiy, narcotic addiction and alcoholism
*John Flynn, Cocaine; An In-Depth Look at the Facts. Science. History and Future of the
World’s Most Addictive Drug fNew York; Carol. 1991119.
^Ibid.
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were among the illnesses claimed to be cured by the coca plant. Cocaine soon became
known as the wonder drug that could cure many illnesses.
Theodor Aschenbrandt, a German physician, prescribed cocaine to soldiers to
increase their enduriuice under battle conditions. His report on this experiment became
one of the first reports to bring cocaine to the attention ofphysicians globally. ^ The
major significance ofthis report encouraged Sigmund Freud to discover the medical use
ofcocaine as a local anesthetic. Fr^d used cocaine to break the moiphine addicticm of
fellow physician Ernest Von Fleischl. Howev^-, Dr.Von Fleischl became addicted to
cocaine, using more and more each day until he finally died. Freud documented his total
treatment and involvement with Dr. Fldschl. This documentation became the first well-
known case of cocaine psychoses. Freud also tried the drug himselfduring a depressed
period in his life. He told his sister and his fiancee that the drug had made him a new
man and he encouraged them to use the drug. In a letter enclosed with cocaine to his
fiancee, Freud wrote, “It would make (her) strong and give (h«r) cheeks a red color”
Freud’s documentation of the history ofcocaine use is found in today’s themes about
cocaine abuse.^
Late 19th and 20th cimturies over - the - counter preparations containing cocaine
were widely avail^le. The &mous soft drink, Coca-Cda, took its name fiom the most
*Ibid.21.
* Van Praatt. Psychotropic Drugs: A Guide for the Practaiono: (New Yoik: Brunner and Mazel.
1978), 64.
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important ingredient in its initial formulation, cocaine.’ Thb cola was advertised,
“to pick you up from exhaustion.^ However, in 1907 the Pure Food and Drug Act
required the removal of this drug from the soft drink*. Forty-six states passed
some form of legislation aimed at controlling cocaine by 1914.^
Cocaine remained at low usage until the shift in law enforcement in 1960.
In the 1970s cocaine was reestablished as a recreational drug. The popular route of
administering was snorting (intra-nasal route). In 1974, the National Institute on
Drug Abuse (NiOA) indicated that S.4 million people used cocaine at least once.
This figure increased by 1982 to 21.6 million people that started using cocaine.
Then, the sale of crack expanded because it was packaged in small quantities that
sold for two-to-Hve dollars. Williams noted that this allowed dealers to attract a
new class of consumers: the persistent poor.^ in a very short time crack was
readily available in most poor neighborhoods.
The Emergence ofCrack
Cocaine users began to turn toward smoking free base around 1982, that is,
people began smoking cocaine in a different form. Crack is a different form
’ibid.
%iiL. 78.
^lerrv Williaina. Crack. 90.
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of cocaine, as h is a quicker, more efiScient system for delivering the drug to the brain.
Crack is a form of cocaine that has been chemically altered so that it can be smoked. It is
prepared by cooking the cocaine, that is, boiling it in water. This produces a residue
that is placed in cold water where it forms an ofif-white, odd-shaped, hard mass. The
pieces of this mass chipped ofiT is free base. This process converts the cocaine into a
chemical base called crack. Free base cocaine is processed using ether, a highly
flammable solvent. Madam X reported that ifyou us^ baking soda and heat to convert
cocaine into free base, it eliminated the step in the process that involved ether.* Crack
resembles small lumps or shavings ofsoap but has the texture ofporcelain. In its popular
form of“ ready rock” it resembles sugar cubes. Generally, crack is sold in 3-inch sticks
with ridges that are referred to as “french fries” or “ teeth” or” ready rock,” and
sometimes laced in marijuana cigarettes. Currently, there are reports that crack is
being pressed into pills.’
Cocaine and crack have become the fastest growing equal-opportunity employer.
Retail drug sales easily supersede other income-generating opportunities, legal or illegal.
A researcher studied street-crack sellers in Harlem and discovered that they made
betwe^ seven and eight dollars an hour. He reached this amount based on the piece-rate
commission basis.’’
*MadamX is a case stuify participant
’Orolicr’s Hectronic RncvcUmedia. 1994,1.
”lbid.
12
However, many street-crack sellers averaged ten times minimum wages. The
street-crack sellers blamed their flex-salary on police raids or being incarcerated for drug
busts or other drug-related short-time incarceration. Crack dealers and sellers have
destroyed many African-American inner city communities. The drug dealers and sellers
hold the communities as hostages.
Generations of families have been destroyed because of this drug subculture.
Many family units have experienced multiple violent deaths, violence, decayed living
conditions, declining health, and babies being bom to crack-consuming women. The
question to some then, is, “Why is this epidemic so prevalent in Black communities as
opposed to White communities?”
The Crack Cocaine Conspiracy
Earlier this year shocking and explosive charges were made against the Central
Intelligence Agency (CIA), suggesting that the CIA helped start the crack epidemic in the
United States. These mmors indicated that the CIA was responsible for the crack
epidemic that has devastated the poor, heavily Black and Hispanic neighborhoods over the
past decade. For several years, rumors ofCIA involvement with the crack trade have
been spreading in poor neighborhoods in many of the nation’s cities, particularly those
hardest hit by the epidemic." The San Jose Mercury, a California newspaper, printed a
series of articles suggesting that CIA agents had sold dmgs in Black neighborhoods to
finance an anti-communist cmsade in Central America. According to the San Jose
*'
Ayres Orummond, “ ChiefGoes to Watts to Deny Rumors of Crack Conspiracy,” New York
Times (America Online, November 24,19%), 1-3.
13
Mercury News, the CIA condoned drug dealing in California in the 1980s by Nicaraguan
exiles associated with the American-backed contract rebels.’^
John Deutch, the nation’s top CIA agent, made a public appearance on a high-
school stage in Watts, located in Los Angeles, denying rumors ofcrack conspiracy by the
CIA. Deutch declared, “The CIA fight drugs. It does not encourage drugs.” However,
he conceded that even he would not pass final judgment on the rumors until he had
conducted a more extensive inquiry.*’ Meanwhile, the crack epidemic continues to
devastate the Afiican American community, and there is significant disparity in jail
sentencing.
Disparity In Cocaine Sentencing
Wren reported that most offenders jailed for crack have been Black and that the
disparity has been attacked largely on racial groimds. He further stated that, according to
a government study of illicit drug use nationwide in 1993, 88.3% of federal defendants
convicted of selling crack were Black.** In contrast. Blacks accounted for only 27% of
those convicted ofselling powdered cocaine.** In February 1995, the U S. Sentencing
Commission, a group ofexperts that draw up guidelines for federal courts, called the one
hundred-to-one ratio in crack sentences a primary cause ofthe growing disparity
*^Editorial, “The C.I.A. and Drugs” The New York Times (America Online, Novembw 5, 1996), 1.
*’Druinniond, p.l.
\
'*Christopher S. Wren, “Less Disparity Urged in Cocaine Sentencing,” Ihe New York Times.
(American Online, November 20,19%), 1-3
**lbid.
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between sentences for Black and White federal defendants. This commission
recommended eliminating this gap, but Congress, with President Clinton’s acquiescence,
rejected the recommendation. **
In New York City, a criminal lawyer who often represents defendants in drug cases
reported that, “You find that Black adolescents are arrested for crack on a daily basis and
their sentences are more severe thanWhites or Hispanics arrested for powder.” He
concurred that the issue is not whether the use or sale of crack should be punished, but
whenever you are dealing with justice, you are looking for some kind ofparity.'’
While crack is an equal-opportunity killer, it has been particularly devastating for
African-American women. Crack destroys maternal instincts. Many infants are exposed
to crack in the womb and are known as crack babies. The effects are devastating and
long lasting on the child.
Dangerous Myths and Facts About Crack Cocaine
The cocaine epidemic presents many dangerous myths. These myths circulate
much mis-information. Washton described five dangerous myths and facts.'* It would be
prudent for aU crack users to distinguish between fact and fiction. It is also important for
therapists to be cognizant ofthe type of faulty perceptions that could affect their clients.
'^id
'’ibid
"Arnold M. Washtcm, Cocaine Addiction: Treatment Recovery, and Relapse Prevention. (New
York; W.W. Norton, 1989) Chap 5 passim.
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Myth 1: Cocaine is not physically addictive. Fact; Cocaine may be themost
powerful, physically addictive drug available on our streets today. During the 1960s and
1970s, experts on drug abuse noted that one could stop using cocmne and not get
violently ill. This conclusion labeled this drug not physically addictive but was seen as
purely psychological. The result of this m}^ encouraged more people to experiment
with cocaine. However, many found themselves unable to stop using the drug despite
the amount of will power they applied, prompting the experts to investigate cocaine's
addictive powers. They discovered that the brain cells’ chemistiy was affected by cocaine
sending faulty brain messages, and thus making the addict crave cocaine the same way a
hungiy person craves food.
Myth 2: SnifSng a little cocaine is harmless. Fact: Cocaine's harmful effects can
result from any amount and method ofuse. Many people still believe that ifyou snort
and do not smoke or shoot cocaine, you cannot get addicted. These presumptions are
false. Sniffing cocmneisjust a slower process. A perscm can use cocaine only once, on
weekends, or occasionally and still become addicted to it.
Myth 3: Cocaine can help you do anything better. Fact: In the long run, cocaine
greatly increases your chances of&ilure. During the hon^rmoon period ofuse, cocaine
makes people fed over confident and sociable. However, afro’ a short p^od (10 - 15
minutes) the user becomes depressed, irritable, paranoid, and sometimes even suicidal.
Instead of having more energy, she or he becomes tired and sickly; instead of becoming
more attractive to others, the cocaine addict ends up appearing pale, experiencing severe
16
weight loss, drawn, and anything but attractive.
Myth 4: Crack is a pure form of cocaine and therefore safer. Fact: Crack is not
pure at all but contains the same chemical cuts found in cocaine in an even more
dangerous form. The cooking process that changes the powder into crack does not
remove chemicals; it simply concentrates them. Crack contains exactly the same
substances that were in the cocaine powder in a more dangerous form. When smoked,
these concentrated additives go straight to the brain along with the cocaine and reach the
brain so quickly and in such potent form, that it is more damaging than when sniffed in
the drug's powdered form.
Myth 5: Crack is cheap. Fact: Crack is a very expensive drug considering the
long term use. Crack is sold in tiny vials for as little as five dollars. Some people see this
as cheap. However, addiction occurs so fast with crack that the addict uses greater
amounts and thus becomes an expensive drug habit. Most addicts reportedly spend fi-om
$100 to $200 a day on this drug. Few people would consider this a cheap drug.
Denial ofcrack addiction is one result of such myths. Crack addicts in recovery
could fantasize about these myths and convince themselves that they are not addicts. This
rationalization could place recovery into jeopardy.
17
CHAPTER in
REVIEW OF LITERATURE AND THEORETICAL FRAMEWORK
Review ofLiterature
The review of literature will address six perspectives: (1) The Addiction Process,
(2) Crack Adchction, (3) The Recovery Process, (4) Recovery Programs and Current
Treatmait Modalities, (5) Obstacles to recovery, and (6) Coping Mechanisms Used
Against Obstacles.
The Addiction Process
The addiction development requires tolerance, physical and psychological
dependence.^ Addiction can erode physical and mental health, drain financial r^urces,
drive away family and fiiends, destroy careers and lead to crimiiud activities. Addicts
injure themselves and those around them. Washton contend that the addiction process
occurs in the following stages.^
Washton describes expoimratal use as the first stage. Pec^Ie experiment with
cocaine out ofcuriosity, peer pressure, to get a specific effect, or initially for recreation.
’Patricia Jones Witten and Weldon Witters, Dnip and Society:.A Biological Perspective ,
(Montetty; Wadsworth Health ScietMes, i 983). 47-48.
^ArnoldM. Washton, Cncaine Addiction: Treatment Recovery, and Relapse Prevention (New York:
W. W. Norton, 1989), 45-47.
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This stage is referred to as the honeymoon period, because the user often feels no crash,
no cravings and sees no harm&l effects. During the honeymoon period, users tend to
experience many ofthe pleasurable effects ofcocaine. Short-term gratification can be
characterized in many ways: the personwill feel aroused, euphoric, self-confident,
talkative, and sexually stimulated by smoking crack. A person at this stage can
mistakenly conclude that cocaine use is both beneficial and harmless.
The second stage is regular use. In this stage, cocaine use becomes a regular
lifestyle. A person may use cocaine every weekend as recreation or every time there is a
party. At this stage a person discovers doing certain things or enjoying herself without
cocaine is difficult. This stage is often referred to as recreational use. Cocaine users at
this stage have not suffered any negative consequences, so they too, may conclude that
cocaine is harmless. This is a very dangerous stage, because the biochemical changes,
such as the dopamine depletion and the stimulation ofthe reward center, are taking place
in the brain. The regular user may be crossing that invisible line into addiction without
even realizing it.^
Addictive use is the next stage. The user at this stage is identified as an addict.
In this stage the addict no longer has control over cocaine but she/he is controlled by it.
Gorki and Miller further divided this stage into four levels: (Long-term pain and
dysfunction (This is from physical withdrawal and the latter refers to the inability to cope
with life situations). (2)Addictive Thinking: Obsession, conq)ulsion, denial and
3Ibid.
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rationalization, (3) Increased Tolerance; More and more ofthe drug is required to
produce the same effect. And, (4) Loss ofControl: The urge to use drugs inhibits
rational dunking and drug use is the only concern of the addict. Addiction is a vicious
cycle that entraps its victim. Thore are several outward signs that crack/cocmne addiction
has taken place.
Clack Addiction
The U.S. Departm«)t ofPublic Health (1991) reports that the immediate effects of
crack and cocaine include dilated pupils and a narrowing ofblood vessels. This agency
further stated that coc^e and crack also cause increases m blood pressure, heart rate,
breathing rate, and body temperature.* Users lose their appetites and have trouble
sleeping. Those who snort cocaine often have a runny nose. Cocaine and crack initialiy
elevate mood, temporarily filling the user with a sense ofexhilaration and well-being. As
these effects wear off however, the user’s mind and body slide into a depression that is
characterized by a let-down feeling, dullness, tenseness, and ed^ess. This is crack
addiction.
Dependency on crack is so strong that it dominates all aspects ofan addict’s life.
Ilie user ofcrack wants crack becuise it can be smdced. Smoking gets large amounts of
cocaine into the system very quickly. Euphoria occurs immediatdy and becomes more
intense. This quick, intense altoing ofmood produces high addiction ride. When
exposed to large amounts ofcocaine, people dependent on the drug prefer it over all
*Cocaiae and Crack: The Big Lie (Rockville: U.S. Departmeat of Public Health Services, 1991), 2.
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other drives and pleasures. Drug taking continues until the user is exhausted or the crack
is depleted.
Crack addicts lose control over their lives, exhibiting behaviors maricedly different
from their pre-crack lifestyles. Serious disruptions occur within the family, on the job,
and in social situations. When crack becomes an obsession, thought is disorganized,
judgment fails, and existence becomes dismal. Many people addicted to crack use the
drug just to feel normal, or to avoid the severe depression and fatigue that set in when
they try to stop. Crack can be addictive no matter how it is used. As stated previously,
occasional use can lead to an uncontrollable desire for the drug. There is no way to
predict who will become dependent as opposed to those who will not become dependent.
Crack is particularly alarming because it produces the most dramatic cocaine
high. Smoking allows high doses ofcocaine to reach the brain almost instantly. Crack
reaches the brain in seven seconds, bypassing two chambers of the heart. This rapid high
is followed by a profound low that leaves the user craving more. As a result, crack can be
rapidly addicting, almost from the first use. Crack addiction can cause medical problems
and on occasion, even death. Crack constricts the heart’s blood vessels, making it work
harder and faster to move blood through the body. In some users, this stress may trigger
chest pain or heart attack. The drug can also interfere with the signals controlling the
heart’s pumping action. When this h^pens, the organ beats so irregularly, that it may
stop. Crack has been associated with sudden heart attacks in people, under the age of
thirty, some ofwhom had used the drug for the first time. Crack can cause brain
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seizures, a disturbance of the brain’s electrical signals, some ofwhich regulate the heart
and muscles controlling breathing As a result, the threshold at which seizures occur is
lowered. Repeated use of the drug without experiencing problems does not guarantee
freedom from seizures in the future.
The next dose used in the same amount and the same way as always could
produce a seizure that may cause the heart to quit beating or the muscles controlling
breathing to stop working. Crack causes an intense stimulation of the center of the brain,
allowing a brain chemical, called dopamine, to remain active longer than normal. This
causes changes in brain activity and triggers an intense craving for more of the drug. The
user may compulsively use crack just to feel normal, although, violent, erratic, or
paranoid behavior can sometimes accompany use of this drug. Crack psychosis, which
occurs in all crack users, may appear more rapidly in those who smoke crack. For
example, affected users can be anxious, believe they have superhuman powers, or become
suspicious and paranoid to the point where they believe that their lives are in danger and
react in bizarre or violent ways. Hallucinations are also common. Users may hear or see
things that do not exist, or they may experience coke bug$-a sensation of imaginary
insects crawling ov^ the skin.
The Recovciy Process
Recovery is the ongoing process ofovercoming the aforementioned physical and
psychological dependence on mind-altering substances and learning to live in a state of
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total abstinence * Recovery is not just becoming clean and sober but living a better life.
Recovery requires changes in an addict’s physical, mental, and psychological behaviors
over an extended time.
Mooney, Eisenberg and Eisenberg defined recovery as the ongoing process of
overcoming physical and psycholo^cal dependence onmind altering substances, including
alcohol, as well as, learning to live in a state of total abstinence, without the need or
desire for those substances. They concurred, that in recovery, one’s physical and mental
states are modified so that chemical substances are unnecessary for happiness. Total
abstinence is necessary to recover fiilly. However, Gorski argued that abstinence alone is
not recovery. He concluded that the choice to stop using will not bring long-term
sobriety, but that recovery must consist of outside treatment. This contention is still
being dd)ated.
Other theorists believe that the degree ofmotivation to overcome the addiction
could determine an individual’s chance of success, with or without outside treatment.
Another description of recovery is presented by Yablonsky’s. He argues that recovery
occurs with the Individual who has had the substance-abuse disease and is now
functioning effectively drug-fi'ee in society.‘ Yablonsky also presents recovery as the
result ofa series ofevents coming together and that recovery is not the result ofa
treatment technique, but the believing in the natural healing forces of the psyche.
*See AppendixA for definition.
*Lewis Yablonakiy, The Therapeutic Cominmiitv (New York: Gardner Press, 1989), 10.
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He states that this force is composed ofhope and a new belief system. Discovery
becomes recovery. Forth-Finegan defines recovery as the result of a healing and only
takes place when the addict accepts her or his full identity and creates a new self Forth-
Finegan contends that addicts must eliminate the old image and create a new sel^ which
will allow them to function drug-fi'ee.’ Finally, Hooks argues that recovery is a healing
process in which the hurt goes away. *
Close examination ofthe previous definitions of recovery indicates that each one
describes a psychological change that must occur in order for a person to reach
fulfillment. This fulfillment creates new behaviors. The new behaviors present positive
morals and values, which in turn create a new individual. However, this new behavioral
change occurs in stages. A major contributor to the understanding of the dynamics of
recovery is Washton. The founder of the first cocaine hotline in the United States
Washton presents a clear and vivid picture of the recovery process in three stages.®
Washton believes that the first stage is detoxification. This stage includes the
removal of toxic chemicals fi’om the body. It is only after detoxification that the client
can begin to look at their addiction as an illness, rather than as a symptom of something
else. The second stage is counseling and education. During this stage the client will
begin to develop skills that will support long-term recovery. The third stage is relapse
’john L. Forth-Finegan “Sugar and Spice and Everything Nice: Gender Socialization and Wcmen’s
Addiction - A Literature Review,” Feminism and Addiction QMew York: Haworth Press, 1991), 20.
*Bell Hooks, Sisters of the Yam: Black Women and Self-Recoverv (Bostcm: South Press, 1993), 76.
®Washton, CocaineAddiction. 68-69.
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prevention. The m^or goals of this stage are to prevent addicts from having reiapses,
maintain abstinence, and lay the foundation for lasting recovery. The foundations for a
lasting recovery are recovery programs and treatment.
Rccovfflv Programs and Current Treatment Modalities
Recovery programs can put the crack addict in touch with many supporters.
These programs can help guide and encourage the pursuit of recovery. As the crack
addict’s life changes, members avUI encourage her to continue in recovery, even if she slips
and falls (relapse). Eventually old negative b^viors do change and change takes time.
Cocaine Anonymous (CA) and Narcotic Anonymous (NA). provide popular
assistance fcH- crack addicts. These self-help programs will give the crack addict the
opportunity to talk with people who can empathize with what the addicts are saying
because they are experiencing or have experienced m the past, similar circumstances,
fedtngSs and thoughts. These parallels allow members to share a common bond ofcrack
addiction and recovery. Sdf-h^ roeetii^ help the crack-addict grow comfort^e with
her/himsdf TUs sense ofwell-being will allow them to share fedings in meetings.
Self-help groups may not be frnr everyrme. Yet they have already helped many
people. In the U.S. today, groups have soared to approximately IS million people.
Atlanta has over one hundred 12-Step meetings daily. Tara Clidn, located in
Hapeville, Geor^ holds four AAmeetings a day seven days a week. South Fulton
Hospital, located in Southwest Georgia, hold nightly AA/CA and NA meetings.
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Many churches, clinics, clubhouses, colleges and employment sites in metro Atlanta hold
daily 12-Step meetings, starting &om 7 a.m. through midnight. Recovery programs and
ti’eatment prepare the addict for the obstacles to recovery.
Qbstaclga tfl-R^syffly
Gorski and Miller (1986) argued that the main obstacle to recovery is the fear of
rdapse. The authors also articulate that the obstacle to relapse is categorized in ten
phases. Each phase includes warning signs. A brief summary of these phases is presented
below.
(Phase 1) InternalWamiiig Signs ofRelapse
Recovering persons, during this phase, experience internal malfunctions. They
have problems thinking clearly or solving simple problems. At times they exp^ence
difficulty managing their feelings and emotions. Memory is short -lived and this causes
them to make bad decisions. They have difficuhy managing stress. They are restless and
unable to sleep. Physical coordination is offbalance. Their reflexes are slow and they
have poor eye-hand coordination. Shame, guilt, and hopelessness set in and they
believe that diey are o-azy, emotionally disturbed, or incapable ofbdng normal
(Phase 2) Return ofDenial
During this stage recovering persons are unable to talk freely about their feelings.
They become concerned about thdr well-being. In order to tolerate the periods of
worry, fear, and anxiety, recovering persons deny these feelings the same way that they
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denied their addiction.
(Phase 3) Avoidance and Defensive Behavior
Recovering people avoid any situation that will restore painful and
uncomfortable memories. When asked about past events they become defensive. The
symptoms are: (1) Believing that they will never use drugs again; (2)Worrying about
others instead of themselves; (3) Defensiveness; (4) Compulsive Behavior, (5)
Impulsive behavior, and, (6) Tendencies toward loneliness.
(Phase 4) Crisis Building
Recovering persons during this stage are unable to deal with crisis situations. A
sequence ofproblems seems to appear. These problems are the result of the recovering
person neglecting his or her program of recovery. Symptoms ofthis phase are tunnel
vision, minor depression, loss ofconstructive planning, and failed plans.
(Phase 5) Immobilization
Recovering persons are unable to initiate action in this stage. They allow life to
control them instead of they controlling life. The symptoms of this stage are: (1)
Daydreaming and wishful thinking; (2) Feelings that nothing can be solved, and,
(3) Immaturewi^ to be happy.
(Phase 6) Confusion and Overreaction
During this period recovering persons have problems thinking cleaiiy and are
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easily upset with themselves and others. The symptoms of this phase are: (1) Periods of
confusion. (2) Irritation with fiiends; and, (3) Short anger fuse.
(Phase?) £>epresrion
Normal routines become difScult during this stage for recovering persons. At
times they have suicidal ideation or return to drug use to end their depression. The
symptoms ofthis phase are: (1) Irregular eating habits; (2) Lack ofdesire to take
action; (3) Irregular sleeping habhs; (4) Loss ofdaily structure, and, (5) Periods of
deep depression.
(Phase 8) Behavioral Loss ofControl
Recovering persons are out ofcontrol during this p«iod. Their lives are
unmanageable and filled with many problems. Addiction can erode physical and mental
health, drain financial resources, drive away family and fiiends, and destroy careers.
Addicts injure themselves and those around them. They are unable to control or
regulate personal behavior or a daily schedule. The symptoms of this phase are: (1)
Irregular attendance at 12>Step meetings and treatment programs; (2) Acting as if
nothing bothers or concerns them; (3) Self-isolation fi-om people that can help; (4)
Dissatis&ction with life, thinking that drug use is a better way to live; and, (5) Return
of feelings ofpowoiessness and helplessness.
(Phase 9) Recognition ofLoss ofControl
Recovering persons during this phase become aware of their unmanageability
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and the degree to which their life has become out ofcontrol Their isolation from
friends and frimily becomes painful and frightening. They feel that no one can help
them return to sanity. The symptoms ofthis phase are; (1) Self-pity; (2)Thoughts of
social drinking, (3) Conscious Ijrag; and, (4) Complete loss of self-confidence.
(Phase 10) Option Reduction
During this phase recovering persons have feelings ofbeing trapped by pain and
their inability to manage their lives. There appear to be only three ways out ofthis
entrapment: Insanity, suicide, or addictive use. They feel hopeless. The synq)toms of
this phase are: (1) Unreasonable resentment; (2) Cessation ofall treatment and 12-Step
participation; (3) Overwhelming loneliness, frustration, anger, and tension; and, (4)
Loss ofbehavioral control
In Cocaine Addiction: Treatment. Recovery, and Relapse Prevention. Washton
like Gorski and Miller presents the fear ofrelapse as the main obstacle to recovery
(1989). Washton also provides a list ofobstacles. The general progression from
irrational thinking to feelings ofdoom are included in the works ofWashton just as it is
with Gorski and Miller. The major contribution that Washton makes to this area of
research is e^qpected time frame in vsMch the stages would occur. For example, the
pink cloud or honeymoon stage (stage 1), according to Washton, is expected to occur
within the first two months of abstinence.
Other investigators have assessed additional frctors that could decrease the
probability of recovery. For example, Swanson and Cooper argue that high-risk
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situations are obstacles to recovery. High-ri^ situations can be weddings, funerals,
family reunions or job promotions. These situations can cause stress, and the recovering
addict's prior coping skills in handling stress was to use drugs.
Another example of the research in this area comes from the Center for Substance
Abuse Treatment (CSAT). The conclusion is that issues related to substance abuse,
such as past sexual abuse or incest, often are present as obstacles to recovery. The
recovering addict may have feelings ofshame and guilt and may refrain from discussing
these issues. Substance abuse may have been the coping mechanism in dealing with these
issues, now abstinent from drugs, the addict might shy away from these topics.
Consido' that the life ofthe crack- addicted woman appe^s to be an obstacle
itself Coping is defined as “to struggle” or “to contend with something.” The recovering
crack-addicted woman's life is a one-day-at-a-time struggle. She tries to adapt to the
stress and anxiety associated with events of life without u^g crack. However, to
maintain her recovery, she must develop coping mechaoisnis. Coping mechanisms are the
thoughts and behaviors used when faced with stress and anxiety arousing events. These
mechanisms are oriented toward searching for information, solving problems, seeking hdp
from others, recognizing personal feelings, and establishing goals and objectives.
Coping Mechanisms Used Against Ohstaclen
Swanson and Cooper reported that the negative feelings ofvager and guih, ifnot
handled properly, will eventually lead to relapse. The authors created a six-step coping
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plan:. The parts ofthis plan are: (1) Identify your feelings; (2) Accept your feeliags;
(3) Express your feelings; (4) Understand and relate your feelings to specific events; (5)
Let go ofstuck feelings by changing distorted thinking; and (6) Choose to act
positively to help you stay sober and feel better.*®
A craving occurs when there are external triggers or environmental cues. For
example, a recovering crack-addicted woman hears a certain song ("Your mama's on
crack-rock"), and it will trigger a craving. Urge surfing. Samurai warrior,
postponement, developing an aversion, distraction, extinction, avoiding environmental
cues and rewarding oneselfare proposed as coping mechanisms by Swanson and Cooper
to deal with cravings.** Urge surfing is riding a craving until it subsides. A wave
intensifies, peaks, and subsides. You ride a craving by working a 12-Step Program and
interacting with positive people imtil the craving is eliminated. The Samurai warrior
approach involves recognizing the craving as a fiery dragon and beheading it with the
sword ofawareness. Postponement involves abstaining for the present time. An addict
must tell herself that the craving will pass and gives a time period for this occurrence.
For example, abstaining for sixty minutes. When the time is up, abstain for another sixty
minutes, until the craving loses its strength. Developing an aversion is the coping
mechanism that involves recalling negative consequences ofdrug use.
*®Jan Swanson and Alan Cooper, Coping with Emotional and Physical High-Risk
Factors (Center City: Hazelden, 1994), 1-26 passim.
**Ibid.
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Ludwig reported that addicts must think through the drug use and recall negative
consequences associated with their drug using days*^. Distraction is the coping
mechanism where addicts get their mind off the cravings, by focusing on something else.
Physical activities, 12-Step meetings, or positive social gatherings are good distractions.
The switching to positive activities tunes out cravings for the addict and replaces the
cravings with positive thoughts, and eventually the cravings stop.
During the early months of recovery, it is recommended that the addict should use
the coping mechanism ofextinction. Extinction is the avoiding ofparties, people or
places where alcohol or drug use is present. This is to allow time for stability in recovery.
Eventually, these triggers will not become cravings. Another suggested coping
mechanism is avoiding environmental cues such as bars, drug paraphernalia and things
that remind the addict ofdrug using.
For a crack-addicted woman in recovery, feeling good can sometimes mean
wanting to feel even better. A promotion on the job, receiving large sums ofmoney,
trips or holidays may put this woman at risk for relapse. Swanson and Cooper
disscussed the skills needed to cope with these good feelings are:(l) Create pleasant
emotions on a regular basis by developing positive habits; (2) Enjoy the here and now;
(3) Pay attention to what you are grateful for; (4) Monitor your positive emotions while
alone; (5) Create a personal coping plan; and, (6) Increase your confidence.*^
*^Amold Ludwig, Understanding the Alcoholic’s Mind: The Nature ofCraving and How to Control
IL (New York: Oxford, 1988), 188.
1 ^
Swanson and Cooper, 18.
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The following coping mechanisms are suggested for crack-addicted women in
recovery who may have used crack to ease the pain of an illness: (1) Develop a medical
treatment plan; (2)Write out your complete addiction history before seeing a physician;
(3) Identify thinking errors or self-defeating core beliefs that perpetuate your physical
discomfort; (4) Find alternative ways to deal with negative physical states that do not
involve alcohol or other drugs; and, (5) Enlist a circle of support.
The focus in each coping mechanism developed seems to be the reason for the
addiction. It also appears that the researchers are identifying effective actions for the
addict to regain control ofher life.
Coping with Personal and Social High-Risk Factors presents coping mechanisms
that deal with personal control, social pressures, having fun with others and conflict.**
Testing personal control is the addict's rationale for stopping. If the addict stops using
drugs on his or her own, he or she may perceive that a measure ofcontrol has been
realized. ShaTie may start thinking that sh^e can return to active drug use on her/his
own. Swanson and Cooper presented the following coping mechanisms for maintaining
person control: (1) Use the decision matrix; (2) Set long-term and short-term goals; and,
(3) Distinguish big wants from little wants.
Many addicts return to active use because of social pressures. Five coping
mechanisms are suggested for dealing with social pressures; namely (1) Evaluation of
selfand the pressure situation; (2) Identify thinking errors behind negative self-talk; (3)
**Swanson and Cooper, 1-26 passim.
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Follow the six rules for surviving cocktail or other parties; (4) Talking about your
sobriety to your friends and family; and, (5) Reading a book or signing up for a class that
deals with developing skills in the areas ofconversation, dating, and communicating about
sexuality. Interpersonal conflict has been shown to be a major obstacle to recovery.
Using the coping mechanisms of staying calm, determining what is wrong, and asking
instead ofdemanding what you want, will decrease conflict with others.
Providing addicts with systematic, organized preventive measures appears to be
helpful. For example. The Center for Substance Abuse Treatment, recommends Relapse
Prevention as a coping mechanism for obstacles to recovery. Relapse Prevention is a set
ofprinciples that reduce an addict’s return to active drug use. The nine principles are: (1)
Stabilization, (2) Self-Assessment, (3) Relapse Education, (4) Warning Sign
Identification, (5)Warning Sign Management, (6) Inventory Training, (7) Recovery
Planning, (8) Involvement ofOthers, and (9) Follow-up.
Even though extensive research has been conducted in this area, there is little
information that includes data about effective relapse prevention mechanisms for women.
As far back as 1973, Gorski developed relapse warning signs and relapse prevention
mechanisms from data collected in a rdiabilitation setting for alcoholics.
Howevo-, the only treatn^nt for substance abuse was primarily for alcoholic men. The
warning signs and coping mechanisms developed are still being used today, without any
changes or regards for women. Another valid reason for the necessity of this study.
’*TeiTacc Gorski, Coimselini^ fia- Relapse Preventitxi (Independence: &Ktependence Press, 1982), 30.
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Theoretical Framework
Understanding the personality of the crack addict should be the first step when
determining the appropriate treatment for addictive behaviors. It is also important that
the addict become aware ofpersonal and situational factors that serve to reinforce poor
decision making. The three theories that appear to be related to the behaviors of interest
in the current investigation are; (1) social learning theory (2) humanistic personality
theory, and (3) Adler's individual psychology.
Social learning theory is a very promin^ theory used to explain behavior. This
theory has its roots in American learning tlMory with its emphasis on laboratory
experimentation. Soci^ learning theory considers personality as patterns ofbehavior that
have been learned as a result ofobserving others and being reinforced by others.
Wrightsman defined social learning theory as a theory that proposes that social behavior
develops as a result ofobserving others and ofbeing rewarded for certain acts.*^ Some
investigators believe that other variables could also influence social behavior. For
instance, Wade and Tavris argue that social learning theory suggests that behavior is
highly variable fi'om one situation to another because it is largely regulated by factors in
the environment. Pervin further concurred that people vary firom situation to situation.
'*R. Baron, Social Psvcholoyv (New York: AUyn Bacon, 1997), 103.
‘^LawrenceWrij^tetnan. Social Psychology (CaUfomia: Brooks, 1977), 3SS.
’*Carole Wade and Carol Tavria, Psychology (New York: Harper and Row), 40L
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However, they are capable of recognizing that the rewards for behavior differ in
different situations.”
According to Bandura, human social behavior is learned through observation
and imitation of others and is maintained by positive consequences.“ Bandura and
others ascribe that behaviors occur because we follow examples ofpeople we like and
respect, and these people act as models for our behavior.^'
This theory can be applied in the study of crack- addicted Africana women in
recovery, if the 12-step model of recovery is viewed as a learned social behavior.
Recovering people become role models for others seeking and maintaining recovery.
The 12-step model is grounded in interaction with other recovering people and the
changing ofnegative environments. The diagram below illustrates how this could occur.
Stimulus > Response > Consequences
12-Step Program > Abstinence > Quality Survival
(Drug Free)
Figure 1. Illustration ofthe process involved when the reinforcement (i.e.,
quality survival) of participation in a 12-Step Program becomes a learned
social behavior.
‘^Lawrence Pervin, Grolier Electrcmic Publishing. Inc, f 1992), 1.
^Albeit Bandura, “Psydiotber^ as a Learning Process,” Psychological Bulletin (Amoican
Psychological Associatioa (1961), 58:2.
^‘Anthony Grasha, Practical ApplicatiCTis ofPsychology ( Camlnidge, Mass: Winthrop, 1978), 328.
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Even though the social learning theory has received consistent support, it still
cannot be used to predict the behaviors ofall individuals. It is possible that the constructs
inherent in the Humanistic theory on personality could be used to develop effective ways
to assist Africana women who are addicted to crack.
Humanistic personality theory, unlike social learning theory, emphasizes free will.
The humanistic theory ofpersonality utilizes an approach to psychotherapy in which the
individual client becomes a conscious partner with the therapist in determining the course
of treatment. Maslow referred to this approach as the third force. Maslow and Rogers
promoted humanistic personality theory as a movement toward self-actualization,
according to Plotnik and Mollenauer.^
Humanistic theorists also focus on the ways in which individuals evolve as healthy
personalities and the means they employ to achieve this goal. Humanistic theorists focus
on how a human being becomes aware of and communicates his or her emotions. Ricks
argues that humanists affirm freedom ofchoice and striving for the highest potential for
each individual. Supporters of the humanistic theory argue that human behavior is not
determined by the immediate environment or past experiences. They believe that people
are able to make choices and control their destinies. Furthermore, Hall and Gardner
argues that people “exercise self-direction and self-control in the service ofobjectives to
which they are committed.”^ While though each theory would lend itself to different
^Rod Plotnik and SandraMollenauer, Introduction to Psychology (New York: Random House
1969), 438.
^Calvin S. Hall and Lindzey Gardner, Theories ofPersonality (New York: John Wile and Sons
1978), 279-280.
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approaches to change the behaviors ofcrack addicts, both social learning and humanist
theories direct attention to the study ofhuman thoughts, values, and purposes as they
relate to the person's environment. These theories can be applied in the study ofcrack-
addicted Africana women in recovery. The goal would be to utilize the interaction
between members in group sessions as they progress in recovery. This type paradigm
would help the individual recognize inner resources, identify choices, and formulate goals,
thus affirming freedom of choice and striving for her highest potential, namely, a quality
lifestyle.
Furthermore, Adler’s individual psychology contends that people are guided by
values and goals of which they may be aware, and not driven by unconscious instincts.^^
Just like social learning theory and the humanistic personality thetMy would explain how
an addictive behavior can be changed, Adler’s theory can also be used to help understand
the factors involved when treating Africana women who are addicted to crack. Individual
psychology would predict that persons would move away from situations that make
them feel inferior and toward goals of success and superiority^.
Adle* developed the construct ofthe inferiority complex which d^otes extreme
feelings of inadequacy. How one sees oneselfand the world, one's goals, and one's
manner of striving for these goals constitutes one's life-style.” “ It is manifested in all
^*Carole Wade and Carol Tavris, Psychology (New Ycait; Harper& Row, 1990), 394.
^’ifcinz Anabacher, “The Concept ofSocial Interest,” Journal of IndividufJ Psychology (New York:
1%8),24,131.
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one does, including one's dreams and early recollectionsAs early as 1964, Ansbacher,
Ansbacher and Rowena stated that Adler’s theory of individuality could boost client’s
self-esteem, and they could be aware ofmistakes so that they may correct them. This
theory can be applied in the current investigation because recovery is the goal an Africana
crack-addicted woman should strive to maintmn and remain in recovery. Consequently,
her self-esteem would increase and ^e could become an active agent relating to the
surrounding world, and capable ofidentifying and changing personal, negative, life-style
choices.
Each theory outlined above has merit. It appears that the environment in which
individuals are placed and the way in which they view themselves could influence the
probability of recovery. Furthermore, the Grounded Theory i^proach, developed by
Glaser and Strauss has relevance. Strauss and Corbin described the grounded theory
approach as a qualitative research method which uses a systematic set ofprocedures to
develop an inductively (i.e., moving from the specific to the general) derived theory about
a phenomenon.”
Given the theoretical fiameworks which would support the presumptions that are
germane to the current investigation, i.e., social learning theory, humanistic th«>ry and
Adler’s individual psychology, if the approach delineated by the grounded theory is
“Alfred Adler, “The Fundamental Views of Individual Psychology,” International Journal of
Individual Psychology. 5-8.
^Anselm Strauss and Juliet Coibin, “What Is the Grounded Tbewy Approach," Ra.sics of
Qualitative Research: Grounded Theory Procedures and Techniques (Newbury Park: Sage, 1990), 24.
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undertaken, a more con^lete understanding about effective treatments for Afiicana
women crack addicts would be expected. The grmmded theory approach would mean
that the research findings constitute a theoretical formulation ofthe reahty under
investigation, rather than consisting ofa set ofnumbers, or a group ofloosely related
themes. Strauss and Corbin argue that researchers using the Groimded Theory
Approach would integrate research fi^om within their respective disciplines in a
cmnulative fashion, and that the theory's implications would have usefiil apphcation.^
Consequently, the approach undertaken in the current investigation is to use the
descriptions and e7q)lanations ofevents that are based on data gathered firom the
individuals imder study. The framework provided by Glaser and Strauss vsdU assist the
researcher in developing a theory that addresses the target population as it progressed








This study will utilize the qualitative methods ofboth case study and participant
observation. These methods have been selected because of the following factors; (1)
Availability of subjects (2) Availability ofdata that will reveal more of the recovery
processes (3) Observation of a phenomenon in action and, (4) Access to aspects ofo-ack-
addicted Afncana women that would never be known through strict quantitative analyses.
According to Van Dalen, case studies are intensive investigations of a social unit.
The researcher gathers pertinent data about the present status, past experiences, and
environmental forces that contribute to the individuality and behavior of the unit. After
analyzing the sequences and interrelationships of these Actors, the researcher constructs a
comprehensive, integrated picture ofthe social unit as h functions in society.* Case
studies generate theory, analyze the change in a phenomenon over time, and identify the
relation among parts ofa phenomenort The advantage of the case study lies in its
potential to discover most, ifnot all, of the variables relevant to the particular issue,
phenomenon or individual imder scrutiny. In its detailed description of a particular case,
‘Deobold Van Dalen, I Inderstandmg Educational Reaearefa (New Yofk: McGraw-Hill 1973), 207.
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it attempts to convey an understanding of similar cases.
Most importantly, the case study can provide insights that cannot be provided
through statistical analyses. Case studies are usually coupled with participant
observation. Participant-Observation is a method in which the researcher becomes part
of the interaction under study. ^ This type of role makes the researcher’s presence as a
scientist known to the group being studied, thus minimizing problems of role-pretending.
The participant-observation is that the group members develop a trust in the researcher
and they subsequently serve as both informants and respondents. According to Hess,
Markson, and Stein this method has been used successfully in studying people and places
not readily accessibly to the general public. For instance, Burgois and Dunlap lived in
neighborhoods where they undertook full-time participant-observation. They were able
to conduct crack house research because they had gained the trust of the participants.^
Dunlap, an African-American woman, was able to establish extremely trusting and
intimate individual relationships with African-American women. The researcher was able
to accompany prostitutes on their crack binges, and they invited her into their homes and
attended family gatherings. Often she became their confidante. Dunlap reported that at
times she became as much a street psychotherapist to the women crack-addicts as she was
an ethnographer to the study. In addition, she concurred that this trust enabled her to
elicit the subtleties, inconsistencies, and deeper meanings of the actions, behaviors, and
^Beth B. Hess, Elizabeth W. Maiicson, Peter Stein, Sociology (New York: Macmillian, 1989), 36.
^Paul Bourgois and Eloise Dunlap, ’‘Exorcising Sex-for-Crack: An Ethnographic Perspective trom
Harlem,” Crack Pipe as Pimp: An Ethnogaphic Investigation of Sex, 97-133.
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attitudes ofher respondents, Dunlap reported that, through participant-observation
research, she was able to reach the women who represented the hidden iceberg ofthe
sex-for-crack phenomenon.
Crack-addicted Africana women who recdved services from Viewpoint were
interviewed and observed as they participated in recovery. A structured interview
instrument was utilized in obtaining information and experiences ofeach participant.* The
women signed the appropriate Human Consent forms permitting the researcher access to
information from and about them.’
Sample Population
The target population were, African American women who had maintained at least
one year of recovery from crack addiction and who had completed Viewpoint’s four-
month residential substance abuse treatment program.
Data Collection
The data collected was analyzed using the qualitative methodology of inductive
coding, which involved coding responses obtained from interviews, participant






The instrument utilized in this study was the Client’s Bio-Psychosocial Follow-Up
Interview Form. It was modified fi-om the model created by the Institute ofBehavioral
Research. The modified instrument consisted ofnine sections ( A- I) and seventy- five
open and closed-ended questions.
Study-Site
Viewpoint ofMetropolitan Atlanta, 2810 Church Street, East Point, Ga. 30344,
just outside metro Atlanta, is the study site. Viewpoint, is a womens’ residential drug
treatment program was utilized as the study site for the following reasons; (1)
Willingness ofthe director to support research efforts and (2) Availability of research
participants who repres^t characteristics of interest to the current investigation.
Limitations
There are limitations to this study; (1) Little data are available on crack-addicted
Afiicana women in recovery (2) The data that exist focus on patterns ofbehavior during
active addiction, not recovery; and (3) The study is limited to Afiicana American women
who completed a residential, substance abuse, treatment program for a four- month
period with Viewpoint ofMetropolitan Atlanta, Inc., located in Georgia.
E?q?ggtgd Results
While the current investigation is exploratory, it is still deagned to yield valuable
information. The expected results are; (1) Afiicana crack-addicted women have
developed alternative coping skills that were not introduced in treatment
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(2) Crack-addicted Africana women have utilized 12-Step programs which have
provided coping mechanisms in maintaining thdr long-term recovery; and (3) The
methods and data collected in this study will be effective for helping to assist with the
development ofa comprehensive theory of recovery. Therefore, this investigation will lay




The purpose of this study was to explore the issues that related to crack-addicted
Africana women’s recovery and to identify factors essential to their recovery and ongoing
abstinence from crack. The results of this study.are presented in three sections. Section 1
includes demographic profiles of the study participants. Section II contains data that
reveal obstacles to recovery as identified by the study participants. Section HI contains
results related to coping mechanisms used to eliminate or manage obstacles.
Section I: Demographic Profile
This section contains demographic information of the study participants via a
Frequency Distribution. Key varibles are presented below.
Agfi.
As shown in Table 1, the age range for the sample of fifteen research participants
(n=lS) was 30 to SO years ofage. The mean age for the study participants was 36.8 years
ofage (M=36.8), and the mode being 33 years of age.
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TABLE 1.
AGE OF RESEARCH PARTICIPANTS
AGE a a










mean AOE LEVEL 361
HighestUvsl-OfEducatigp Achieved
As revealed in Table 2, the majority of the research participants (67%) reported a
hi^ school diploma as the highest level ofeducation achieved.
TABLE 2
HIGHEST LEVEL OF EDUCATION ACHIEVED
HicMMofEikicgtea a a








Marital Status and Number ofChildren
As shown in Table 3, 67% of the participants were single; while 20% of the
participants were divorced. Also included in Table 3 is the number of children. Most of
the participants (27%) had only one child. The range being 0 (20%) to 7 (6.6%).
TABLE 3
RESEARCH PARTICIPANTS'
MARITAL STATUS AND NUMBER OF CHILDREN


















The majority of the research participants were employed full time (80%). Figure 2
shows the percentage of participants who were also not employed at all or worked part
time.
FULL Tl PART T UNEMP
Figure 2. Employment Status
Monthly Reported Incotne
When participants were asked to report the amount ofmoney that they received




Respondents were also asked to indicate if they saved any funds on a
monthly basis. As shown in Table S, 60% of the participants saved at least $20













Religious Affiliations and Church Attendance
One hundred percent (100%) of the participants (n=lS) indicated that they
attended church occasionally.
Present Living Arrangements
Table 6 shows that moat research participants (93%) lived in their own
apartments or houses. Of this number, 14% (n=2) lived with significant others
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Length ofPrior Involvement with Crack
When the respondents were asked to repeat the length of time that they













Figure 3. Length ofPrior Involvwnent with Crack
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Summary: Demoi^aphic Profile of the Typical Study Participant
In summary, the average respondent was 36 years old, had earned at least
a high school diploma, and was single (never married). She was gainfully
employed full-time, earning approximately $11,322 annually, and saved at least
$65 a month. Furthermore she had two children, was not a member of a church,
was living in her own apartment at the time of this study and had reported using
crack for an average of3.7 years. The following section will present the results
as related to the questions posed for this study.
Section 11: Obstacles to Recovery as Identified by the Study Participants
The participants were asked to rank twenty obstacles to recovery. They
were instructed to rank the obstacles using one as the most problematic and
twenty as least problematic to their recovery.
NumbgLQjQg-Qbstacle
It might be recalled that one of the two major research questions was to
obtain information, from the research participants, about the obstacles to
recovery from crack addiction. Irregular attendance at 12-Step meetings was
the number one reported obstacle to recovery. Of the fifteen study participants,
( 33.3 %) reported that irregular attendance at 12 Step Meetings was the number
one obstacle to recovery. Two reported that worrying about others instead of
selfwas their number one obstacle and two (or 13.3%) reported that feelings of
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of selfwas their number one obstacle and two (or 13.3%) reported that feelings of
powerlessness and helplessness was their main obstacle (See Table 7.) When these
responses were subjected to a t - test analysis, significant differences were revealed, 1
(1, 14)==5.15, f<.001. Thus, 60% of the research participants stated that the social
aspects (eg., interactions with 12-step members, focus on others, sense ofcontrol m the
environment was a major obstacle to the recovery fi*om their crack addiction, (or 6.6%)
reported that loneliness was their number one obstacle to recovery.
Furthermore, a stepwise multiple regression procedure indicated that the age of the
participant was the best predictor for the selection of the number one obstacle, F (1, 13)
199.3, i*.38, KOOl.
TAM£7
Obstacles Ranked as the Most Problonatic to Recovery from Crack
Obauciei £ n
hre^Uar attendance at 12-Stap Meeiinga 5 33.3
Wotry^ about otben maiead ofseif 2 13.3
Feelmgaaf powertenocaaandhcIplcneMreturn 2 13.3
Looeliiieai 1 6.6
Minor or deftranaii 1 6.6
Easily angered 1 6.6





Worring about others instead ofselfwas ranked as the second major problem for
recovery by the study participants. Three of the fifteen study participants (or 20%) viewed
this obstacle as the second major hurdle for recovery. Conversely, two participants (or
13.3%) showed that compulse behaviors ranked second place in their list ofobstacles;
while two (or 13.3%) viewed loss ofappetite and two (or 13.3%) viewed loss of self-
confidence as their second leading obstacle. Significant dififerences were indicated when a
i - test was performed, i (1,14)=5.69, f<.001. Each of the remaining participants selected
a dififerent obstacle as thdr second m^cM* obstacle to recovery from crack addiction, i.e.,
n-1 for each obstacle: Loneliness, Periods ofconfusion. Irregular sleeping habits, isolation,
Feelii^s ofpowerlessness and helplessness, and Self-Pity (See Table 8.)
Tables
Obstacles Ranked as the SecoodMajor Problem to Recovery from Grade
ObaUclci £ u
Worrying about olhan itMle«l ofaeif 3 20.0
Comiuiiive bebavkr 2 13J
Lom ofappetite 2 13.3
Lom ofaetf-oanfidetMO 2 13J
LodoiiDdM 1 6.6
Periodi ofcootbaiaai 1 6.6
Itie^ilar aleeping habits 1 6.6
laobrtiaa t 6.6







When participants were asked to rank the third obstacle to recovery, a trimodal
distribution emerged. That is, two participants ( 13.3%) selected each of the following as
.the third major problem for recovery: Worrying about others instead of self, compulsive
behavior, and impulsive behavior. The remaining obstacles that were idmtified as the third
major obstacle for one partidpant (6.6%) were as fcHlows: Minor or major depression.
Plans filing. Easily angered. Loss ofappetite, Irregular attendance at 12'Step meetings.
Isolation, Feelings ofpowerlessness and helplessness return, Consdous lying, and Loss of
self-confidence. No significant differences were indicated for this variable.
Number Four Obstade
Impulsive behavior was ranked as the fiaurth major problem for recovery (20%).
Furthermore, each of these three partidpants identified anger as their impulsive behavior.
However, two (13 .3%) ranked worrying about others instead of seif, two (13.3%) ranked
plans failing, two (13.3%) ranked daydreaming and two (13.3%) self-pity as the fourth
major obstacle to recovery. These dififerences were significant 1(1, 14) *6.11, f<.001. The
partidpants’ (26.4%) selection offour different obstacles for the number four rank are
illustrated in Table 9.
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TABLE 9
Obstacles Ranked as the Fourth Major Problem to Recovery from Crack
OtMlaciM F %
lagputaive Behavior 3 20.0
Worrying about othen BMtead ofseif 2 13.3
Pbm Failing 2 13.3
Day<keaining 2 13.3
Self-Pity 2 13.3
CompuJaive Behavior 1 6.6
TtmnetVaiaa 1 6.6
Periods ofConfiitioas 1 6.6
Dissatisfiedwith lifh 1 6.6
Total 15 100.00
Number Five Obstacle
Table 10 illustrates the responses of the participants when they were asked to rank
the fifth obstacle to recovery. The results indicated that 20% (n-3) of the participants
ranked Loneliness as the fifth obstacle to recovery, and 20% (n^S) of the participants
ranked Plans Failing as the fifth obstacle to recovery. The data also show that 13.3% (n=2)
ofthe paiticipants reported that the fifth obstacle to recovery was Daydreaming, while
13.3% (ve*2) also rqxMted that Irregular attendance at 12-step meetings was the fifth




Ostacles Ranked as the Fifth Problem to Recovery from Crack
Obstacles E
Loneliness 3 20.0
Plans Failing 3 20.0
Daydreaming 2 13.3
Irregular attendance at 12-Step Meetings 2 13,3
Worrying about others instead of self 1 13.3
Impulsive Behaviors 1 6.6
Tunnel Vision 1 6.6
Easily angered 1 6.6
Dissatisfied with life 1 6.6
Totals 15 100.00
Obstacles Sbc through Twenty
The specific responses ofthe research participants to inquiries regarding the ^h
through twentieth ranks ofobstacles to recovery to crack are presented in the Appendix,
respectively because they showed no significam patterns. Given that this study is
exploratory in nature, the ranks of the participants, when the data showed at least 20%
agreement among the participants, are pressed in Table 11.
It is noteworthy to observe that 86.7% (n^^U) ofthe respondents stated that the
least major obstacle (that is, the obstacle whose rank is 20 on a one - to-twenty scale) is
“thinking that drug use is a better way to live.” Essentially the respondems are stating
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that they know this perception is faulty; the reality is that their experiences have shown
them that this is indeed incorrect.
TABLE 11
Obstacles Ranked asMajor Problems to Recovery from Crack
When Reported by 20% of the Participants
Obstacles Rank E U
Tunnel Viaon 8 3 20.0
Periods ofConfusion 8 3 20.0
Loneliness 9 4 27.0
Easily angered 9 3 20.0
Periods ofConfusion 10 3 20.0
Compulsive Behavior 11 3 20.0
Periods ofConfusion 11 3 20.0
Tunnel Vision 13 3 20.0
Conscious lying 15 4 27.0
Isolation 16 5 33.3
Conscious lying 17 3 20.0
Minor orM^or Depression 18 3 20.0
Feelings of powerlessness and Helplessness
return
19 5 33.3




Summary: Obstacles To Recovery
Most ofthe participants, 33%, reported that the number one obstacle to recovery
was irregular attendance at 12-Step meetings. Twenty percent viewed worrying about
others instead ofselfas the next obstacle following irregular attendance at 12-Step
meetings. In terms of the third obstacle to recovery, the resuhs were mixed. An equal
number of respondents indicated that worrying about others instead ofself, compulsive
behaviors and impulsive behaviors as the third major obstacle. A distinct pattern emerged
when the respondents’ least problematic obstacle was reviewed. Thirteen (86.6%) of the
research participants reported that the obstacle, be^nning to think that drug use is a better
way to live, was least problematic; i.e., loss of self- confidence.
Section EQ; Coping Skills
The participants were asked to rank the twdve coping skills, u»ng one as their
most important coping skill and twelve as no coping skill.
Number One Coping Skill
Fourteen (93%) of the fifteen participants ranked attending 12-Step Meetings as
the number one coping skill. One (6.6%) reported creating a circle of support was her
number one coping skill. Therefore, most of the study participants viewed 12-Step
Meetings as the most needed coping skill to maintain recovery. The t - test indicated that
these (fifferences were significant, t(I,14)=16.0, fc.OOOl.
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Number Two Coping Skill
Eight (53.3%) of the fifteen participants ranked reading 12-Step literature as their
second most important coping skill. Five (33.3%) ranked talking with sponsor or other
12-Step members second (See Table 12). Therefore, most of the study participants
ranked reading 12-Step literature as their second most important coping skill. These
differences were also significant t (1,14)=7.17, f<.001.
TABLE 12
Rank Order ofCoping Skills as Reported by Participants
Rank Order # 2 E N
Read 12-step literature S 53.3
Talk with sponsor or other 12-step member 5 53.3
Create a circle of support 1 6.6
Use your circle of support 1 6.6
Total 15 100.00
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Number Three Coping Skill
Nine (60%) of the fifteen participants ranked coping skill number seven, creating a
circle of support as third. Two (13.3%) ranked coping skill eight, using your circle of
support, and two (13.3%) ranked coping skill number six, reading 12-step literature. (See
Table 13). Therefore, most of the study participants ranked creating a circle of support as
their third most important coping skill. The i - test indicated that these differences were
significant, i (1, 14) =5.55, f<.001.
TABLE 13
Rank Order ofCoping Skills as Reported by Participants
Rank Order # 3 E N
Create a circle of support 9 60.0
Use your circle of support 2 13.3
Read 12-Step literature 2 13.3
Talk with sponsor or other 12 step member 1 6.6
Attend 12-step meetings 1 6.6
Total 15 100.00
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Number Four Coping Skill
Most ofthe participants stated that, “using your circle of support” was the fourth
important coping skill (See Table 14). In contrast Four (27.0%) ranked coping skill
number seven “creating a circle of support” as the fourth most important coping skill;
while 20% (n=3) reported that coping skill number six ( reading 12-step literature)
ranked fourth. These differences were also significant, t(l, 14)=7.30, f<.001.
TABLE 14
Fourth Most Important Coping Skill Reported by Respondents
Rank Order # 4 %
Use circle of support 7 47.0
Create a circle of support 4 27.0
Read 12-step literature 3 20.0
Evaluate pressure situations 1 6.6
Total 15 100.00
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Number Five Coping Skill
Five ( 33.3%) of the participants ranked talking with sponsor or other 12-step
members as thdrMh most important coping skill. As shown in T£d)le 15, 33% ofthe
respondents also ranked coping skill number eight, use your circle of support, as their
fifth most important coping skill. When these responses were subjected to a t- test,
significant differences were revealed, 1 (1, 14) =6.00, f<.001.
Table 15
Fifth Most Important Coping Skill As Reported by Respondents
Rank Order #S E N
Talkwith spoisar or other 12-<tep member 5 33.3
Uae your circle aupport 5 33.3
Evaluate pressure situation 2 13.3
Set goals 1 6.6
Read 12-«tep literature 1 6.6
Attend a spirituality group or aesekn 1 6.6
Total 15 100.00
Table 16 shows the ranks reported by the participants for coping skills sbc through
twelve. It is noteworthy to observe that coping skill number five, distinguishing big
wants fi'om little wants ranked number one for eight and tenth choices ofcoping
strategies. And, coping skill number three, isolation ranked number one for eleventh and




Rank Order ofCoping Skills - Six - Twelve
Coping Skill Choice Rank E N
Evaluate pressure situation 6 6 40.0
Set goals 7 6 40.0
Distinguish big wants from little wants 8 4 27.0
Avoid social situations that focus on drugs 8 4 27.0
Attend a spirituality group or session 9 5 33.3
Distinguish big wants from little wants 10 4 27.0
Isolation 11 3 6.4
Isolation 12 3 6.4
Total 15 100.00
NumberSk Coping SKill
Six (40.0%) of the fifteen research participants ranked coping number one,
evaluating a pressure situation, as their sixth most important coping strategy. Three
(20.0%) ranked coping skill number five, distinguish big wants fi’om little wants, and two
(13.3%) of the female respondents reported that talking with sponsor or other 12-step
memb^ was their sixth most impcxtaot coping dull utilized. Themnainingrespcmses from the
participants (27%, or n==4) aremixed, see Table 17.
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TABLE 17
SixthMost Important Coping Skill as Reported by Respondents
Rank Order #6 E N
Evaluate pressure situations 6 40.0
Distinguish big wants fi'om little wants
3 20.0




Attend a ^irituality group or session
1 6.6





Number Seven Coping Skill
Sbi ( 40.0%) ofthe fifteen participants rank coping skill number four, setting
goals (write goals down with check listsX as their seventh choice to cope with their drug
addiction. Furthermore, three ( 20.0%) of the respondents ranked “evaluate pressure
situation” as their seventh coping method. The remaining responses fi'cnn the participants
are presented in Table IS.
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TABLE 18
Seventh Most Important Coping Skill as Reported by Respondems







Attend a spirituality group or session
2 13.3
Distinguish big wants from little wants
1 6.6




Number Eight Coping Skill
Four ( 27.0%) of the research participants ranked coping skill number five,
distinguishing big wants from little wants, as their eighth choice used to cope with their
addiction. Similariy, n=4 (27%) of the women stated that their eighth choice was to
“avoid social situations that focus on drugs” and 20% (o=3) ofthe re^ondents stated that
their eighth choice was to set goals. The distribution of the samples’ responses to this
item is shown in Table 19.
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TABLE 19
Eighth Most Important Coping Skill as Reported by Respondents
Rank Order # 8 E N
Distinguish big wants from little wants
4 27.0














Number Nine Coping SkiD
Five ( 33.3%) of the women ranked coping skill number ten, “ attending a
spirituality group or session” as their ninth choice used to cope with their addiction. In
addition, 20% (n=3) of the Africans women ranked “ attending church” as thdr ninth
coping^ choice.. The remaining respcmses are depicted in Table 20.
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TABLE 20
Ninth Most Important Coping Skill as Reported by Respondents
Rank Order # 9 E
Attend a spirituality group or session 5 33.3
Attend church
3 20.0












Number Ten Coping Skill
Four ( 27.0%) of the fifteen respondents ranked coping skill five, distinguishing
big wants fi'om little wants, as their tenth choice. Three (20.0%) ranked coping skill ten,
attending a i^irituality group or session as their tenth coping skill. The pattern of
responses is shown in Table 21.
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TABLE 21
Tenth Most Important Coping Skill as Reported by Respondents
Rank Order 10 E H
Distinguish big wants from little wants 4 27.0
Avmd social sihiations that focuson drugs 3 20.0
Set goals 3 20.0
Evaluate pressure situation 2 13.3
Isolatim 2 13.3
Attend church 1 6.6
Total 15 100.00
NumbfiLElsven-Cgping Skill
When the respondents were asked to report, hierarchically their eleventh coping
skill, six (40.0%) ranked coping skill three, “ isolation,” as their eleventh choice. Five
(33.3%) ranked coping skill nine, which was “attending church”; and two (13.3%) ranked
coping skill ten, “attending a spirituality group or session” as their eleventh coping skill
(See Table 22).
TABLE 22
Eleventh Most Important Coping Skill as Reported by Respondents
Rank Order #11 E N
Isolation 6 40.0
Attend church 5 33.3
Attend a spirituality group or session 2 13.3
Avoid social situations that focus on drugs 2 13.3
Total 15 100.00
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Number Twelve Coping Skill
Six (40.0%) ofthe fifteen participants ranked ceding skill three, “ isolation” as
their twelfth most often used coping skill. Three ( 20.0%) ranked coping skill eleven,
which was "avoiding social situations that focus on drugs”; just as three( 20.0%) stated
that “attending church” was their twdfth, most often used, copirtg skill (See Tali^le
23).
TABLE 23
Twelfth Most Important Coping Skill as Reported by Respondents
Rank Order # 12 E N
Isolation
6 40.0












The research participants ranked the twelve coping skills in the following order:
fourteen ( 93.3%) ranked coping skill twelve which was attending 12-step meetings as the
coping skill most often used (i.e. ranked number one). The second coping skill, as
reported by the A&icana women (53.3%, n=8), was reading 12 step literature. The third
coping skill used by the recovering sample (60.0%, n=9) was creating a circle of support.
The fourth coping skill used most often (47.0%, n=7) was using your circle ofsupport.
The fifth ranking coping skill used by the participants (33%, n=5) was talking with
sponsor or other 12-step member. As shown previously (See Table 16), the respondents’




The purpose of this study was twofold: (1) To investigate the issues that are related
to crack<addicted Africans women’s recovery, and (2) To identify factors essential to the
recovery and ongoing abstinence from crack. This population was ofvital interest since
the phenomenon ofcrack addiction has increased specifically to this population, and this
researcher had a critical need to contribute to the present void in literature regarding the
recovery process.
The results were obtained from the Client’s Bio-Psychosocial Follow-up
Interview Form, in-depth interviews, and case studies.' The Client’s Bio-Psychosocial
Follow-Up Interview Form was designed to help participants identify their personal
obstacles and coping skills. The study participants were also directed to rank these
obstacles and coping skills according to their importance.
Obstacles to Recovery
Obstacles to recovery were defined as people, places and things which the
participants would face that would heighten their vulnerability to relapse. The top four
' IIk Client’s tiio-Fsycbosocial KoUow-Up iotoview Form wasmodified from themodel created by
In.siiLute nfBehavioral Research Texas Chnsuan University. FortWurth, Texas (February. 1994), Appendix
A.
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problematic obstacles identified most fi’equently by this sample were as follows; Irregular
attendance at 12-Step Meetings, Worrying about others instead of self. Compulsive
behavior, and Impulsive behavior.
Irregular attendance at 12-step meetings. The participants ranked irregular
attendance at 12-Step Meetings as the number one problematic obstacle which
jeopardized their recovery. The Afncana women articulated that 12-Stq) Meetings give
them a close consciousness with their higher power, which heightened their spirituality.
Coupling this higher power with the support ofothers in recovery creates a soUd
foundation for their recovery, according to these women. The steps and principles of the
program help the crack-addicted Afncana woman in recovery reverse her negative life
into a positive and productive lifestyle. The women in the study reported that 12-Step
meetings were their life line and when their attendance at 12-Step meetings decreased,
their thinking and actions became irrational. They may relate this observation to their fear
of returning to active crack use. The biggest mistake recovering people make is to cut
back on 12-Step meetings. They become over confident and begin to think that they are
solid in their recovery. They begin to place people, places and things first in their lives
and forget, that just a short while ago, their lives were centered on getting and using
crack. They forget that they have a life-long disease, just like (fiabetes. The diabetic uses
insulin to maintain an adequate sugar level to sustain life. The recovering crack-addicted
Afncana woman uses 12-Step meetings to assist her with dealing with life on life terms.
For example, if she is having problems with her family and begins to exhibit old attitudes
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and behavior, such as intense anger and resentment, then it is highly likely that she has
dropped below her 12-Step dose ofmeetings.
For the non-addicted people, attendance in such a program would appear
unimportant. However, it is that regular attendance that is important for some recovering
people. The need to have support from others like themselves is the cornerstone of their
recovery.
Worrying about others instead of self The study participants identified this as
the second major problem. Historically, in Afiican American communities the Afiicana
woman is viewed as a superwoman. She is perceived as someone who, people believe,
lives a life of sacrifice and cares for others before herself
It is because of this controlling image (superwoman) that crack-addicted Afiicana
women in recovery find themselves worrying about others instead of themselves and are
in constant stmggle maintaining their recovery. Afiicana women as young girls are
conditioned to strive for themselves so they can support themselves, and to anticipate
carrying heavy responsibilities in their families. According to Hill-Collins these skills are
essential to their own survival and those for \diom they will eventually be responsible.^
For example, the Afiicana woman in recovery has had a stressfitl day. She is advised by
her sponsor to attend a 12-Step meeting. Her husband and &mily demand her presence at
home, because, during her addiction, she was always in the street neglecting her fiunily.
¥atriciaHUl-CoUins, Black Femini.st Thnuyht: Kpowledye. Consciousness, and the Politics of
Rmnowerment O^ostOD: Unwin l-fyman, 1990), 121.
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Out of a sense ofguilt, she abides to the family wishes, thus jeopardizing her own
recoveiy.
The profiles ofthe participants in the current investigation revealed that the
majority were single mothers that used crack on the average of three years. According to
these participants, using crack caused them to neglect their children. This neglect caused
them to experience guilt and shame. Consequently, they would attempt to make up for
the lost time, most often neglecting themselves for the well-being of their children. The
shame and guilt of neglecting their families during their active drug use may have led them
to worry about others instead ofself Hence, these women could also defer to the needs
of the children, and decrease times needed in a 12-Step program.
Compulsive behavior. Obstacle number three was identified as compulsive
behavior. Sudden spontaneous decisions and actions can sometimes present an obstacle
to recovery. In an outburst ofanger or fiustration, the crack-addicted Afncana woman in
recoveiy may walk out of a relationship, quit her employment, start a relationship, stop
regular attendance to 12-Step meetings, or make an impulsive financial a^eemait.
These spontaneous actions have serious consequences that present obstacles to recovery.
Impulsive behavior. Conqiulsive behavior is usually coupled with impulsive
behavior. During active crack use, the addict’s impulsive actions were addictive. All
addictions repress pathological relationships with amood altering experience, or
activity that is utilized to the point where it causes problems and adversely influence the
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quality of the addict’s Ufe.^ This is true during recovery. Many crack addicts Itave other
addictions. The most common are gambling, eating, shopping, sex and work. The
Africana woman in recovery often replaces one impulsive, compulsive addiction for
another. This continued behavior may render continued abstinence from crack difficult.
Problematic obstacles five through twenty. It appears that the participants, responses
showed no distinct patterns when ranking obstacles five through nineteen. However,
when asked to rank their least obstacle, the majority of the study participants selected
obstacle number sixteen, to begin thinking that drug use is a better way to live (See
Appendix P ). Addicts who refuse to make positive changes in their livess are subject to
think that life is dull without drugs.
According to the Africana women who participated in the current investigation
this was the least obstacle. They stated that when this obstacle presents itself, the addict
has generally returned to active addiction.
Coping Skills
Coping skills were defined as mechanisms utilized by the study participants in
addressing obstacles to recovery. In this category, most of the study participants
identified the top five coping skills as: attendance at 12-Step meetings, reading 12-Step
literature, creating a circle of support, using your circle of support, and, talking with
sponsor or other 12-Step members.
'Aniuld M. WtuhluD. Cocaine AddicUon: TreatmenL Recovery, and Rdaotic Prevention (New Yi^:
W.W. Norton, (989), 127.
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The study participants identified attendance at 12-Step meetings as their number
one coping skiD. Noting that irregular attendance at 12-Step meetings was the number
one obstacle to recovery, is important. The common bond ofmembers of 12-$tep
meetings is very important. They understand the stages of recovery and can help each
other pass through each phase crack free. Twdve-Step Meetings are a source ofsocial
and spiritual enlightenment. These meetings not only give crack-addicted Afiicana
women a support system but create an awareness ofa higher power. The study
participants interviewed agreed that attendance at 12-Step meetings is very importance
to recovery. The steps and principles that govom 12-Step meetings help the Afiicana
woman to reverse her life from negative crack- using behaviors and attitudes to being
productive and positive. The study participants articulated that the 12-Step program
gives them direction and purpose in life. The study participants also reported that it was
important for them. The consensus among the sample was that an addict should attend
the same number ofmeetings per week that she used crack. However, most of the
participants reported atteiKling at least five meetings per week. The participants reported
sponsorship was amajor strength. Sponsorship occurs when a woman in the 12-Step
Program who has worked all twelve steps at least once with her sponsor helps another
woman wtH'k throu^ the twelve steps. This relationship is a close one-on-oi^ situation
and sponsor and sponsee form a lifetime bond.
Another strength of the 12-Step program for women is the women’s rap. In these
small meetings cmly women meet and discuss recovery as it relates to women’s issues.
77
It is in these groups that women begin to trust other women.
Attending meetings can become a compulsive behavior. That is when the
recovering women attend several meetings daily, without any interactions in other social
functions. The 12-Step meetings are for support and not to be used to hide out and avoid
the world. The 12-Step meetings are to be integrated, into the addict’s daily life. If the
addict fails to accommodate the 12-Step program into her daily Ufe, she halts her growth.
Readmg 12-Step literature. This was reported as the sample’s second coping
skill. During the interviews, the study participants discussed how they relied on reading
12-Step literature when attending 12-Step meetings, orwhai their sponsors or other 12-
Step members were unavailable. They reported that they relied on the basic texts of
Alcoholics Anonymous (A.A.) and Narcotics Anonymous(N.A.) to search for solutions
to their problems. Unlike the many self-help texts available now, alcoholics and addicts
that had experienced active addiction and recovery wrote the basic texts ofA.A. and N.A.
Coping SkiUg Continued. It is interesting to note that most of the study
participants selected “ creating a circle of support” as their third, “ using your circle of
support” as their fourth, and “talking with sponsor or other 12-Step members” as their
fifth coping skills. These three coping skills go hand-in-hand. As reported in the
number one coping skill, attending 12-Step meetings and interacting with members of 12-
Step programs are very important. Recovering people should maintain a circle of support
and phone list, in cases ofemer^ncies, (e.g., inability to contact sponsor, or unable to
attend 12-Step meetings).
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It is important to note that the participants reported during the in-depth
interviews that treatment provided them whh limited coping skills. They reported that
attendance at 12-Step meetings and sponsorship were the only coping mechanism
presented to them while in treatment. It is because of their involvement in 12-step
programs, that they were able to develop alternative coping skills and were able to rank
the coping skills in the questionnaire.
Supplemental Data
Two unique case studies are presented as specific examples of crack-addicted
Afncana women in recovery. Their stories illustrate the obstacles faced in recovery and




The research on crack-addicted Africana women^s recovery produced essential
factors related to the subjects’ recovery from crack addiction. The theoretical framework
ofgrounded theory and qualitative methodologies guided this research. This study
confirmed the researcher’s expected results and answered the research questions.
First, the study participants were able to identify and rank the importance of
major obstacles to their recov^. Secondly, they had developed alternative coping skills
that were not introduced in treatment by utilizing 12-Step Programs. And third, they
stated (and consequently proved) that their involvements with the 12-step Programs were
their major coping mechanism in m^taining long-term recovery.
Commitment to recovery and regular participation in 12-Step programs were the
constant themes repeated throughout this study. Recovery is hard work and some
people can not stop the use ofcrack (i.e., become drug free) without assistance. Staying
drug free is just the be^nning of a life-long journey. Crack-addicted Afiicana women in
recovery are constantly fiiced with many obstacles that can and do jeopardize their
recovery. They are constantly developing new coping mechanisms that will lessen their
vulnerability to relapse. The women in this study are committed to their recovery, and
reported that “Recovery comes first in our lives -before children, family, fiiends and
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jobs.” They also stated that ‘Without our recovery, we have lost ourselves.” The crack-
addicted Afiicana women in recovery were aware that they had choices today.
The choices include using crack or not using crack. They stated that they are responsible
for their own recovery and must at all times place this recovery ahead ofall life situations.
The realization that they are not alone in this recovery journey creates strong support.
The voices of these Afiicana women speak out about their recovery. They want
others like themselves to hear and come to terms with their crack addiction. They want
others like themselves to know that recovery fi'om crack addiction is possible if they have
the willingness, commitment and determination. It was imperative to contribute
substantively to the void in literature which focuses on crack-addicted Afiiicana women’s
recovery. It is intended that this study will serve as a driving force for substance abuse
treatment programs to develop culturally specific relapse prevention strategies for use
with crack-addicted Afiicana women.
As the interviews and case studies unfolded, a picture ofwhat recovery was like
for crack-addicted Afiicana women formed and an innovative paradigm emerged,
henceforth proposed as the Buffeloe AfricansWomen’s Recovery from Crack Addiction
Theory. This theory is based on Glaser and Strauss’s grounded theory approach (See
Theoretical Frameworic). This theory grew out of the need to identify coping
mechanisms that will ensure long-term recovery for crack-addicted Afiicana women.
One must examine the culture in order to identify the survival strate^es.
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This theory eliminates the white filter/ The white filters are standards that non-Blacks
have used to evaluate the culture, values and oppressions ofAfiicana women. In addition,
fi’equently the evaluator is non-Black. However, the Bu£&loe Afficana Women’s
Recovery firom Crack Addiction Theory would require that Afiicana cultures and values
be examined when determining the appropriate substance abuse treatment and recovery
plans for Afncana women. Furthermore, this theory can be applied cross-culturally to ail
addicted Afiicana women in recovery, because they occupy the same bond ofoppression,
namely, class, race, gender, and addiction. This theory argues that regular participation in
12-Step programs ensures long-term recovery for Afiicana women.
Reconunendations for Substance Abuse Clinicians
Clinicians need to understand and appreciate the importance of 12-Step programs as
the major coping skill needed for ongoing recovery. It is imperative that treatment
programs employ clinicians with long-term recovery and active involvement in 12-Step
Programs as part of their treaUnent team. These clinicians will be an important part of the
crack-addicted Afiicana wonven’s treatment team not only because they have first-hand
knowledge about 12-Step Programs but they come equipped with clinical training and
knowledge.
^ Wliite tilter is discussed in Rosalyn I'eiborg-Penn 's ‘A^ican Feminism: A llieoretical Approach to
the History ofWomen m the AihuanDiaspuni, " Women in Africa and the Aihcan Diaspora (Wasfam^tico.
DC; Howard University Press, 1987), 49. Historian Ikon Uya coined this term in 1972.
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Recommendations for Further Study
This study should be replicated on a larger scale (five hundred or more) to include
Africana women in recovery firom crack addiction cross culturally. This will provide a
npre conclusive and in-depth look at outcome studies for this population. Empirical
investigations where different types of treatments can be studied, as well as investigations




CLIENT’S BIO-PSYCHOSOCIAL FOLLOW-UP INTERVIEW FORM
1. Client’s Name
2. Date of interview
3. Time interview began






Current age and birthdate_
Race or ethnic background Africana American
In what type ofplace do you currently live ? (Select one code)
a. Your own house or apartment e. In jail or prison
b. Someone else’s house or apartment f Other (specify)
c. In a shelter or rooming house g. How long have you been living
together (in tins relationship?)_
d. On the street/No regular place
Are you living with a spouse or sexual partner ^0=No l=Yes IfYes, ask:
A. How long have you been living together (in this relationship?) #months
B. How happy are you with the relationship you have with Mm/her?
(Use the following code.) 0 *Very unhappy 1 = mostly unhappy
2 =Don’t know 3=Mostly happy 4=Very happy
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2 of?
5. How many other people live there with you? # people
6. Are you living with; No Yes
a. With your parents?
b. With other adult relatives?
c. With friends?
d. Others? (Specify)
7. What is your current legal marital status? (Use codes below.)
1. Single/Never married 4. Separated
2. Legally married 5. Divorced
3. Living as married 6. Widowed
(Common law)
8. How long have you been in your current marital status? (#months)
9. How many children do you have? ^How many live with you?
live with family members ^foster care granny homes adopted
deceased_ regained custody lost custody regained relationship _
during your recovery?
10. Highest grade completed?
11. Since treatment, have you graduated from high school? completed GED?
Completed a vocational or technical training program; or cuirently
working (Explain all yes answers )
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3 of?
12. Do you have a current, valid driver’s license?
13. How many different applications for a job have you made since treatment?
14. How many different jobs have you been employed in since treatment?
15. Have you held a job during the past sk months? ( use codes below)
1. Not in labor force - housewife, student, disable, in jail, etc.
2. No, could not find a job or did not try
3. Yes, usually at odd jobs (occasional or irregular work)
4. Yes, Usually at part-time jobs (under 35 hours per week)
16. Are you working now? (Use code).
l=no 2=y€S, at odd jobs 3=yes, part-time at a steady job (under 35 hours
per week) 4=yes, full-time at a steady job (35 hours or more per week)
17. How long have you been working at your current job? Or your last job/
18. How many days did you work in the last 30 days?
19. How many days did you work in the last six months?
20. What kind ofwork did you do?
21. How many days per week did you work? (past six months)
22. How many hours per day did you work? (past six months)
23. What was your take home pay?
24. How much do you save each pay period? ^(Ifnone, explain why.)
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4 of?
25. Total jobs the past six months? past year? past 2 years
26. Did you received financial support the past^months (money, food, etc.)
fi’om? (Use following codes)
1-job 2-mate/spouse 3-family 4-fiieiids 5-unemployment comp
6-welfare 7-prostitution 8-illegal activities 9-other
PART B-FAMILY
1. How many family members do you now stay in touch with regularly ?
2. How often do you get money, food, shelter, fi-om your family members since
treatment? 0-never 1-rarely 2-sometimes 3-often
4-almost always
3. In the past six months, how many hours per week did you spend with family
members? past year ? past two years?
4. How often do you spend leisure or social activities with immediate family
(spouse, children)? ^What activities?
5. What do you usually do in your leisure time and how many hours each week do you
usually spend? a. watching TV or going to movies ? b. playing cards?__





1. How many times have you been arrested during this sobriety?
2. How many court hearings have you had during this sobriety? Explain
3. Currently on parole or probation? ^Explain
PART D: HEALTH AND PSYCHOLOGICAL STATUS1.Hospitalization last six months? year? years?
Expl^
2 . How many psychological visits last six months? year? years
3. Any feelings of; depression anxiety or tenaon hallucinations
trouble understanding, concentrating, orremembaing
violent behavior thoughts of suicide ^attempts at suicide
4. Currently on any medications ? And Why?
PARTE; 12-STEg PARTICIPATIQN
1. How many 12-Step Meetings do you attend per week?
2. Do you have a 12-Step Sponsor?
3. Where are you in woricing the 12-Steps?
4. Did you celebrate your 1st anniversary? Yes/No Who attended (family,
spouses, children) ^Ifno, why not?
PART F: DRUG SCREENS
I- How many drug screens analyzed since inpatient treatment?
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6 of 72.How many positives? What drugs? ^How many for cocaine?
PART G: OBSTACLES TO RECOVERY fRank obstacles using l=most problematic :
2Q=least problematic)
1. Worrying about others instead ofself?
2. Compulsive Behavior? What?
3. Impulsive Behavior? What?
4. Loneliness?
5. Minor or Major Depression? Which?
6. Plans Filing?
7. Tunnel Vision?
8. Daydreaming? How Often?
9. Periods ofConfusion? Explain?
10. Eas^y angered? ^With Friwids? ^Family?
11. Irregular sleeping habits?
12. Loss ofappetite?
13. Irregular attendance at 12-Step Meetings?
14. Isolation?
15. Dissatisfied with life? Explain.
16. Begin thinking that drug use is a better way to live?
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17. Feelings ofpowerlessness and helplessness retum?_
18. Self-pity?
19. Conscious lying?20.Loss of self-confidence?
PARTH: COP|NO SKITJ.S (Rank in order of 1= most important; 12 =no coping skill
1. Evaluate pressure situation
2. Talk with sponsor or other 12-step member
3. Isolation
4. Set goals (write goals down with check lists)
5. Distinguish big wants fi’om little wants___
6. Read 12-Step literature
7. Create a circle of support
8. Use your circle of support
9. Attend church
10. Attend a Spirituality group or session^
11. Avoid social situations that focus on drugs?
12. Attend 12-Step Meetings
PART I :SUPPLEMENT ANALYSES
1. Success Story -Moth^ Reunited with Son




Obstacles Ranked as the Sixth Major Problem to Recovery from Crack
Obstacles E %
Compulsive Behavior 2 13.3
Minor orMajor Depression 2 13.3
Worrying about others instead of self 1 6.6
Impulsive Behavior 1 6.6
Loneliness 1 6.6
Plans Failing 1 6.6
Tunnel Vision 1 6.6
Daydreaming 1 6.6
Periods ofConfusion 1 6.6
Easily angered 1 6.6
Irregular sleeping habits 1 6.6






Obstacles Ranked as the Seventh Major Problem to Recovery from Crack
Obstacles E
Compulsive Behavior 2 13.3
Impulsive Behavior 2 13.3
Plans Failing 2 13.3
Tunnel Vision 2 13.3
Loss ofappetite 2 13.3
Loneliness 1 6.6
Minor orMajor Depression 1 6.6
Periods ofConfusion 1 6.6
Easily angered 1 6.6





Obstacles Ranked as the EighthMajor Problem to Recovery from Crack
Obstacles E 24
Tunnel Vision 3 20.0
Periods ofConfusion 3 20.0
Irregular sleeping habits 2 13.3
Impulsive Behavior 1 6.6
Minor or Major Depression 1 6.6
Plans Failing 1 6.6
Daydreaming 1 6.6
Easily angered 1 6.6





Obstacles Ranked as the NinthMajor Problem to Recovery from Crack
Obstacles E %
Loneliness 4 27.0
Easily angered 3 20.0
Daydreaming 2 13.3
Irregular attendance at 12-Step Meetings 2 13.3
Impulsive Behavior 1 6.6
Irregular sleeping habits 1 6.6
Dissatisfied with life 1 6.6





Obstacles Ranked as the Tenth Major Problem to Recovery from Crack
Obstacles E %
Periods ofConfrusion 3 20.0
Irregular sleeping habits 2 13.3
Dissatisfied with life 2 13.3
Worrying about others instead ofsdf 1 6.6
Compulsive Behavior 1 6.6
Impulave Behahavior 1 6.6
Minor orMajor Depression 1 6.6
Plans Failing 1 6.6
Easily Angered 1 6.6






Obstacles Ranked as the Eleventh Major Problem to Recovery from Crack
Obstacles E
Compulsive Behavior 3 20.0
Periods ofConfusion 3 20.0
Tunnel Vision 2 13.3
Daydreaming 1 6.6
Easily angered 1 6.6
Irregular sleeping habits 1 6.6
Loss of appetite 1 6.6
Dissatisfied with life 1 6.6
Self-pity 1 6.6





Obstacles Ranked as the Twelfth Major Problem to Recovery from Crack
Obstacles E %
Loneliness 2 13.3
Plans Failing 2 13.3
Loss of self-confidence 2 13.3
Worrying about others instead ofself 1 6.6
Compulsive Behavior 1 6.6
Daydreaming 1 6.6
Easily Angered 1 6.6
Irregular sleeping habits 1 6.6
Loss ofAppetite 1 6.6
Irregular attendance at 12-Step meetings 1 6.6
Self-pity 1 6.6





Obstacles Ranked as the Thirteenth Major Problem to Recovery from Crack
Obstacles E %
Tunnel Vision 3 20.0
Daydreaming 2 13.3
Periods ofConfusion 2 13.3
Isolation 2 13.3
Self-pity 2 13.3
Loss of self-confidence 1 6.6
Loss ofappetite 1 6.6





Obstacles Ranked as the Fourteenth Major Problem to Recovery from Crack
Obstacles E %
Periods ofConfusion 2 13,3
Self-pity 2 13.3
Conscious Living 2 13.3
Minor orMajor Depression 1 6.6
Plans Failing 1 6.6
Tunnel Vision 1 6.6
Irregular sleeping habits 1 6.6
Loss ofappetite 1 6.6
Isolation 1 6.6
Dissatisfied with life 1 6.6
Feelings ofpowerlessness and helplessness return 1 6.6





Obstacles Ranked as the Fifteenth Major Problem to Recovery from Crack
Obstacles E
Conscious lying 4 27.0
Irregular sleeping habits 2 13.3
Feelings ofpoweriessness and helplessness return 2 13.3
Loss of self-confidence 2 13.3
Worrying about others instead of self 1 6.6
Impulsive Behaviors 1 6.6
Easily angered 1 6.6






Obstacles Ranked as the Sixteenth Major Problem to Recovery from Crack
Obstacles E
Isolation 5 33.3
Begin thinking that drug use is a better way to live 2 13.3
Self-pity 2 13.3
Daydreaming 1 6.6
Loss ofappetite 1 6,6
Dissatisfied with life 1 6.6
Conscious lying 1 6.6





Obstacles Ranked as the Seventeenth Major Problem to Recovery from Crack
Obstacles E %
Conscious lying 3 20.0
Easily angered 2 13.3
Dissatisfied with life 2 13.3
Feelings ofpowerlessness and helplessness return 2 13.3
Loss of self-confidence 2 13.3
Impulsive Behavior 1 6.6
Minor orM^or Depression 1 6.6
Irregular sleeping habits 1 6.6





Obstacles Ranked as the EighteenthMajor Problem to Recovery from Crack
Obstacles E %
Minor orMajor Depression 3 20.0
Loneliness 2 13.3
Irregular attendance at 12-Step Meetings 2 13.3
Isolation 2 13.3
Dissatisfied with life 2 13.3
Conscious lying 2 13.3






Obstacles Ranked as the NineteenthMajor Problem to Recovery from Crack
Obstacles E
Feelings ofpowerlessness and helplessness return 5 33.3
Minor orMajor Depression 2 13.3
Dissatisfied with life 2 13.3
Impulsive Behavior 1 6.6
Daydreaming 1 6.6
Loss of appetite 1 6.6
Isolation 1 6.6
Self-pity 1 6.6





Obstacles Ranked as the Twentieth Major Problem to Recovery from Crack
Obstacles E
Begin thinking that drug use is a better way to live 13 86.7





According to Dunlap and Johnson, case studies can provide insights that cannot
be provided through statistical analyses. Case studies involve an observation of
phenomena that produce change. The following case studies provide insight into the
actual lives ofcrack-addicted Africana women in recovery. These women shared the
many obstacles they experienced in recovery and the coping skills they use in maintaining
their recovery.
Success Story - Mother Reunites with the Son
Cookie is a 32-year-old extroverted young woman with an easy-going style. She
admits that she has a way with people, some ways that make strangers feel immediately at
ease with her and she tikes that aspect ofherself She describes her social interaction with
people as very important to her. Her disclosure of that information about herself is
typical of the open, direct way she approached the interview.
BackgroundJHistory
The Fulton County Drug Program referred Cookie to Viewpoint after completing
their 45-day inpatient treatment program. During the initial interview the client reported,
"I need help with my drug problem. I can't stop using crack and I want to learn how to
live without the use ofdrugs.” The client was unemployed without financial support upon
admission. The client reported that her last drug use was 10/8/95. The client also
reported that crack was her drug of choice and her route ofadministering crack was by
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smoking. Cookie reported that her drug use began at age fifteen, with alcohol.
Cookie suffered through early childhood with addicted parents. She described
waking up many mornings in cold, abandoned apartments and hungry. She described
these times as her parents partying and neglecting her and her brother. Cookie remarked:
“I don’t remember anything but pain growing up.” I remember the forever
bologna sandwiches. I remember them touching me (uncle, oldest brother, and
grandfather) and doing whatever they wanted with me. I remember wanting to die. I
remember urinating on myself, because every time I went to the bathroom, somebody
would get me.
This set the scene for her early experimentation with alcohol. She recalled her
first drink: “ My brother and I would steal beer fi'om our parents and drink until we were
high.”
Cookie had a seventeen-year history ofdrug abuse when she began her recovery.
She reported that they arrested her at the age of fifteen in Canada for soliciting. At this
time, she was living on her own and supporting herselfby prostitution, forgery and
ste^g. It was during this time that she married. Cookie described her husband as a
pleasant looking white man that was always there for her. However, shortly after the
birth of their son, Demario, he abandoned them and she returned to a life ofprostitution
to support her son and ho'self She lata* returned to Chicago and resided with h^
parents, then clean and sober. Shortly after her return to Chicago, her parents separated
and her mother moved to Atlanta and started a business.
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Cookie moved to Atlanta and resided with her mother for a shcHt period.
However, their relationship became strained, and eventually she moved out with her
infant scm. Cookie, again resumed her life of prostitution, theft, and alcohol. She later
met a man that introduced her to crack. She reported that her life went downhill from
that point. She would leave her four-year-old son alone in motel rooms all night, while
she prostituted and did drugs. One morning when she returned to the motel, her son was
gone. He had called 911 crying and the Department ofFamily and Children Services
obtained temporary custody. Cookie regained custody ofher son within a few days,
promising to seek treatment for substance abuse. She entered and completed her first
drug treatment program successfully. However, within a few days she returned to active
crack use. During this binge a friend cared for her child. Cookie feared that they would
take her child again and asked a social worker ( friend) to care for her child until she
could obtain employment. This was in 1986 and Cookie never inquired about her son
until September 1996. She continued in the crack scene until November 6, 1995, when
she entered Fulton County’s detox program. She completed the thirty-day program and
entered Viewpoint’s long-term program December 6, 1995.
Cookie credits a certain amount of fear in early recovery for keeping her away from
crack. She stated this fear involved: Returning to a life ofprostitution, daily crack use,
feelings ofhopelessness and depression, constant thoughts of suicide and neglecting her
son. When asked to describe herself^ she responded:
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I’m quite sure ofwhat I want and where I’m going and it’s ok. I feel
confident about myselfmost of the time. I try to stay aware ofwhom {sic] I am
in all areas ofmy life; thinking, feeling, all my sensory data. I’ve had to unlearn
and learn so much. I ask myself: Howdid I come to this conclusion? Did I base
it on something I heard, something I saw? Who’s [sic] authority? So what? Am I
thinking positively? Part ofmy goal is to be a positive influence on my teenage
son.
Cookie expressed satisfaction with her life in recoveiy. She expressed having
peace ofmind and having her son back in h^ life. A son she abandoned for ten years.
She expressed how her self-esteem had increased and her ability to hold the same job for
a year. However, she admits not being entirely satisfied with her life. She described the
fear ofmotherhood to a son she abandoned for ten years. This researcher contacted the
Department ofFamily and Children services in September 1996 asking about the
whereabouts of Cookie’s son and was informed that they sealed the case. Later, a fnend
ofCookie’s mother contacted the program director. This fiiend wanted Cookie to
contact her mother. A mother she had not seen or spoken to in ten years. The phone
conversation between Cookie and her mother, revealed that the mother had constant
contact with her son throughout the years. Cookie’s son lived just a few miles fi'om her
home, stiU in the custody of the social worker to whom she had entrusted him ten years
earlier. Cookie immediately contacted the social worker and began int^cting with her
son on a regular basis, and in December 1996 they moved to Chicago to begin a new life
together.
Cookie reported that recovery is dealing with feelings and facing other addictions.
She reported that anger is a feeling and that becoming angry is okay. However, one must
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identify the anger and deal with the feeling. Cookie admitted having an addiction to
relationships. She reported, “I always pick the wrong men. If there were 500 men in a
room and one rat, I would pick the rat.” She reported that she attends regularWomen
Who Love Too Much meetings to help her with this addiction.
Cookie attends Cocaine Anonymous (CA) and attributes this 12-Step program as
her main coping skill. She stated, “I know attending regular CA meetings are important
for me. These meetings help me grow, not only spiritually, but emotionally. I have found
direction in my life by interacting with people just like myself. I have found myself in
CA.”
Cookie speaks about accepting reality. She is aware that she can’t change people,
places or things. Nor can she place expectations on others. She realizes that she must be
happy with herselfand not expect others to meet her needs. Cookie admitted that getting
honest with herself is difficult. She described looking at herself from the inside out and
facing unacceptable qualities about herselfas painful. The abandonment ofher son is the
most painful. However, through her support systems and 12-step meetings she has
begun to realize that her addiction caused the abandonment ofher son. Recovery has
made Cookie conscious ofmany aspects ofher life.
Cookie, an Africana crack-addicted woman in recovery is beginning a new life
with her son. She has positive self-esteem, confidence in herselfas a mother and no
longer hates herself for her behavior during active addiction. Cookie completed two parts
of the GED test successfully in September and is scheduled for the remaining test in
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October. Her goal is to attend college and work in the human service field, possibly in
addictions. In closing. Cookie stated “Recovery is a lifelong journey and I will continue
this journey throughout my life.”
Unique..- Mother and PaughtgL
E.M., a 30-year old woman, entered treatment in 1994, after a short relapse. The
client had maintained two years of recovery before this relapse. She discussed that when
she decreased participation in 12-step meetings her thinking became irrational. She began
selling crack to supplement her income, rationalizing that selling crack was different fi-om
using crack. Eventually, the client began using crack and drifted back into active crack
addiction.
E.M. Completed the four-month inpatient treatment and six-week aftercare
programs at Viewpoint and returned to a productive drug-fi'ee life. The client was
interviewed often during her first year in recovery. She expressed satisfaction with her
life. She discussed how important 12-step meetings were in maintaining her recovery.
The client attends five 12-step meetings per week and interacts with recovering people
regularly.
E.M. discussed isolation as her number one obstacle to recovery. She reported
that her last relapse was the result of isolation. She had stopped attending 12-Step
meetings and began staying home alone. Eventually, thoughts of using crack entered ha*
mind and shortly after that, she was selling and using crack in larger amounts.
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E. M. reported that during recovery, the strained relationship with her mother
had been more painful than her drug use. She described her mother as her sister, because
she had used drugs and partied with her often. E.M. also reported sleeping with her
mother’s boyfiiend for crack.
In July 1995, E.M. presented herself to this researcher requesting treatment for
her mother. She had spent several weekends with her mother and convinced her that it
was time to stop using crack. On July 13, 1995, B.G. entered treatment for crack
addiction. This was the first treatment for this 46-year-old woman. B.G. presented
herself tearful and shaking with fear. She reported that she had tried on several occasions
to stop using crack but failed. Tearfully she stated, “I need help. I’d rather die than to
continue to live like this.” B.G. was admitted to treatment and completed the same
treatment program as her daughter, just one year later.
E.M. and her mother B.G. were interviewed together after her mother’s one-year
sober birthday. At that time the daughter had maintained two years free ofdrugs. When
asked “What has been your main coping skill in remaining clean?” Both responded with
the same answers, regular attendance at 12-Step meetings, interacting with 12-step
members, having a God of their understanding and using their support circles.
Mother and daughter reported that they expected recovery to be boring.
Howevar, they have experienced Joy and peace. They talk about how their self-esteem
increased and now they are loving themselves. E.M. reported that she feared fellow
employees knowing that she is in recovery because of the nature ofher job; She is a
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cashier and, from experience, whenever a register or money was missing, they always
perceived the recovering addict as the thief. She recalled her first recovery job.
I was working at a fast food store on the second shift and was well
respected my boss and fellow employees. I qiuckly earned raises and was
promoted to lead cashier. Recovery was great, but I feh the need to reveal
that 1 was in recovery. I discussed this issue with my sponsor and she informed
me that only I could decide to sdf-disclose. Finally, six months into this job, I
self-disclosed. Shortly after this self-disclosure, my register was short and I was
called into the ofiSce and accused of stealing. The boss did not take into
consideration that several people, including himself used my register the night
before due to training at the other registers ofnew employees. Before my self¬
disclosure when a similar incident occurred, they held all employees responsible
for the shortage and we equally made up the difference. However, I was singled
out. The next day the regional manager reported that he removed the cash. They
made apologies to me, but, I was now aware of the stigma of “once an addict,
always an addict.” Today, I am very carefiil about self-disclosure.
E.M. and her mother reported that their greatest obstacle to recovery is irregular
attendance at 12-Step meetings. E. M reported that when she decreased her 12-Step
meeting participation, she returned to active crack use. Her mother reported that when
she drops below four meetings a week, it is easy for her to return to “stinking thinking.”




Several methods will be used to assure the protection of the rights of the subjects
involved in this study. Subject participation will be strictly voluntary, with freedom to
withdraw anytime. Subjects will be fully informed subjects of the nature of the study
before giving a written consent to participate in the study is requested. Confidentiality of
the subjects’ responses will be maintained throughout the study in that questionnaires and
case studies will contain only the client’s number. No mention of the individual subjects’
names will occur in the data analysis and discussion of results of the study.
There is no danger ofphysical or psychological risks to participants other than the
least risk ofpossible embarrassment owing to the nature of some of the questions in the
intake, psychosocial and follow-up interviews.
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APPENDIX S
CONSENT TO ACT AS SUBJECT IN A RESEARCH PROJECT
AFRICANAWOMEN’S RECOVERY FROM CRACK ADDICTION:
AN EXPLORATORY INVESTIGATION
I hereby authorize Faye BufFaloe, M.S., to perform the following study on me.
This study is designed to explore and describe the recovery process of crack- addicted
Africana women.
I understand that I have been asked to participate because I^ an Africana
woman in recovery from crack addiction and I successfully completed a four- month
inpatient treatment program at Viewpoint ofMetropolitan Atlanta.
I understand that as a subject I will be asked to complete several follow-up
interviews and I may be videotaped.
I understand that the study described above may involve the following risks
and/or discomforts: some of the questions may be embarrassing to answer. The interview
will be conducted privately to reduce embarrassment. No risk to my health will result
from my participation.
I understand that I may not receive any direct benefits from being in this study,
but that what is learned may help other crack-addicted Africana women in the future.
I understand that Faye Buffaloe, M.S., can be reached at 404-344-3736, and will
answer any questions I may have at any time concerning details of the procedures
performed as part of this study. If the study desi^ is changed, I will be so informed and
my consent re-obtained.
I understand that I have the right to refuse to participate or to withdraw from this
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